Office  of  Rural  Health  Policy 


Latino  ■  Hispanic  Rural  Health 


"Ofiice  of  Minority  Healttr 


-a 


TABLE  OF  CONTENTS 


Table  of  Contents iii 

Introduction v 


Project       Project  Title  Page 

Number Number 

ARIZONA 

1  Arizona  Rural  Health  Team  (Arizona  Migrant  Medical  Team),  Buckeye,  AZ 1 

2  Platicamos  Salud  (Let's  Talk  About  Health),  Nogales,  AZ 5 

3  Rural  Health  Outreach  Grant  Program  ,  Casa  Grande,  AZ 7 

CALIFORNIA 

4  Rural  Outreach  Project,  Salinas,  CA 9 

COLORADO 

5  B4  Babies,  Grand  Junction,  CO 11 

6  San  Luis  Valley  Rural  Health  Outreach  Project,  Alamosa,  CO 15 

FLORIDA 

7  Care  A  Van,  Port  Charlotte,  FL 17 

8  Immokalee  Companeros  Project,  Immokalee,  FL 19 

9  Rural  Maternity  Outreach  Mobile  Project,  Palatka,  FL 21 

HAWAII 

10  Bay  Clinic,  Hilo,  HI 23 

IDAHO 

1 1  Keys:  Keys  for  Entry  to  Health  and  Human  Services,  Nampa,  ID 25 

ILLINOIS 

12  Douglas-Moultrie  Rural  Health  Outreach  Project,  Tuscola,  IL 27 

LOUISIANA 

13  Southeast  Area  Rural  &  Child  Health  (SEARCH),  Hammond,  LA 29 


NEW  MEXICO 

14  Weaving  the  Safety  Net  Community  Outreach  Program,  Tierra  Amarilla,  NM  ....  31 
NORTH  CAROLINA 

15  Perinatal  Pediatric  Outreach  Project,  Boone,  NC 33 

16  Rural  Health  Outreach  Demonstration  Project,  Newton  Grove,  NC 35 

OREGON 

17  La  Familia  Sana,  Hood  River,  OR 39 

18  Rural  Health  Outreach  Health  Promotion  Network,  St.  Helens,  OR 41 

19  Rural  Primary  Health  Care  Project,  Medford,  OR 43 

TEXAS 

20  Bringing  U.S.  PHS  Goals  to  Presidio  Texas  By  2000,  Alpine,  TX 45 

21  Rural  Health  Outreach  Demonstration  Project,  Brownfield,  TX 49 

WASHINGTON 

22  Rural  Health  Outreach  Project,  Seattle,  WA 53 

WASHINGTON,  DC. 

23  Farmworker  Health  Outreach  Team,  Washington,  DC 57 

WISCONSIN 

24  Project  Watch,  Sparta,  WI 59 

VIRGIN  ISLANDS 

25  Virgin  Islands  Rural  Health  Outreach  Project,  St.  Thomas,  Virgin  Islands 61 


MAY   1997  INTRODUCTION 


Since  its  establishment  in  the  Department  of  Health  and  Human  Services  in  1987,  the  Office  of 
Rural  Health  Policy  (ORHP)  has  worked  to  give  rural  residents  a  voice  in  the  Nation's  capital 
and  address  the  many  health  care  problems  they  face:  failing  rural  hospitals,  a  lack  of  insurance 
and  a  shortage  of  physicians  and  other  health  professionals.  The  office  promotes  state  and  federal 
partnerships,  provides  advice  and  technical  assistance,  operates  a  clearinghouse  for  rural  health 
information,  and  administers  a  variety  of  innovative  grant  programs  in  research,  telemedicine 
and  rural  network  development. 

Latino  and  Hispanic  communities,  and  also  migrant  workers  are  among 
ORHP's  important  rural  'customers'.  Since  1991  they  have  made  use  of 
grant  funds  from  ORHP's  Rural  Health  Outreach  Services  program  to 
innovate  and  improve  health  care  services  in  their  communities.  Here  we 
profile  a  selection  of  Latino  and  Hispanic  rural  outreach  projects  funded  between 
1991  and  1995.  These  accounts  are  brief  histories  of  the  projects,  and  include  the 
address  and  phone  number  of  each  grantee  agency.  Outreach  grantees  use  federal 
funds  to  demonstrate  the  value  of  local  innovation  and  coalition-building. 

Each  project  addresses  different  problems  and  uses  local  solutions,  but  each  is  a 
catalyst  for  positive  change  through  service,  prevention  and  education.  Since  rural 
communities  across  the  country  are  learning  from  one  another's  experiences, 
ORHP  is  pleased  to  provide  this  resource  as  a  way  to  share  good  news  and  good 
ideas. 

The  diversity  of  Latino  and  Hispanic  rural  health  outreach  projects  also  reflects 
the  geography  and  cultural  richness  of  their  communities.  Our  national  need  for 
bicultural  and  bilingual  practitioners  —  and  health  professionals  from  a  greater 
variety  of  cultural  backgrounds  overall  —  is  made  even  more  apparent  by  such 
projects,  because  they  demonstrate  what  can  be  accomplished  when  different 
traditions  are  respected  and  used  to  greatest  advantage. 

To  request  additional  copies  of  this  publication,  call  our  contractor,  Global 
Exchange,  at  301-656-3100.  To  speak  with  ORHP's  bilingual  staffer,  Roberto 
Anson,  you  may  call  301-443-0835. 

Additionally,  you  may  find  information  on  a  wide  range  of  rural  health  and 
minority  issues,  including  Latino  rural  data,  by  contacting  RICHS,  our  toll-free 
information  service  at  1-800-633-7701  (the  Rural  Information  Center  Health 
Service). 


Dena  S.  Puskin,  Sc.D. 

Acting  Director 

Office  of  Rural  Health  Policy 


Five  thousand  school-aged  children  in  Maricopa  and 
La  Paz  Counties,  Arizona,  are  receiving  preventive  and 
primary  health  care  at  their  schools  at  little  or  no  cost 
through  this  highly  successful  rural  outreach  program. 
A  team  of  health  professionals,  led  by  a  nurse  practitioner,  trav- 
els by  van  to  twelve  schools  throughout  this  rural  region,  visiting 
most  schools  every  other  week.  Before  this  outreach  project 
began,  there  were  only  four  school  nurses  in  the  service  area. 

Most  of  the  children  served  by  the  project  are  from  families  of 
migrant  and  seasonal  farmworkers,  unemployed,  or  minimum- 
wage  earners.  Transportation  is  a  major  barrier  to  health  care,  as 
most  families  have  limited  access  to  automobiles  and  there  is  no 
public  transportation.  Offering  medical  care  in  the  schools  helps 
overcome  this  barrier,  because  most  children  use  the  school  bus 
(some  as  far  as  60  miles  each  way). 

The  Arizona  Rural  Health  Team  is  composed  of  a  Nurse 
Practitioner,  a  Nurse  Coordinator,  a  Medical  Assistant,  a  Health 
Coordinator,  and  an  Administrative  Assistant.  The  Nurse 
Practitioner  provides  primary  health  care,  including  acute  care, 
physicals,  health  screenings,  immunizations,  prescription  of 
medications,  and  health  education.  The  Medical  Assistant, 
under  the  direction  of  the  Nurse  Practitioner,  assists  in  the  clinic 
and  performs  simple  laboratory  studies  such  as  urinalysis,  hemo- 
globin, and  blood  glucose.  The  Health  Educator  coordinates 
health  screenings  and  provides  health  education  for  parents 
and  students  on  preventive  health  care  practices.  The  team  is 
culturally  sensitive  and  almost  all  members  are  bilingual. 

One  of  the  most  innovative  aspects  of  this  project  has  been  the 
use  of  school  personnel  and  a  large  team  of  volunteers  to  assist 
with  health  screening,  health  education,  and  health  fairs.  Their 
participation  has  been  cost  effective,  and  has  enhanced  commu- 
nity involvement  with  the  project.  As  of  May  1996,  more  than 
500  volunteers  have  assisted  in  the  clinic,  and  roughly  the  same 
number  have  assisted  in  the  project's  14  health  fairs.  The 
volunteers  include  senior  citizens,  parents,  teachers,  retired 
nurses  and  physicians,  and  high  school  students. 

A  second  noteworthy  feature  has  been  the  use  of  school  sites 
to  provide  preventive  and  primary  health  care  to  children.  In 
many  areas,  the  school  is  the  hub  of  the  community.  The  school 
sites  are  free  and  they  provide  a  familiar  and  comfortable  setting 
for  community  members.  They  are  also  more  convenient  to 
families  than  distant  metropolitan  areas. 


PROJECT 


ARIZONA 


1 


ARIZONA  RURAL 
HEALTH  TEAM 
(ARIZONA 
MIGRANT 
MEDICAL  TEAM) 
Buckeye  Elementary 
School  District  #33 
Maricopa  Special  Services 
Consortium  (MSSC) 
Buckeye,  AZ 

Contacts: 

Gail  Duffy,  RN,  BSN, 

Nurse  Coordinator 
Kimberly  Clark,  RN,  BSN, 
Asst.  Nurse  Coordinator 
Michael  Melton, 
Executive  Director 
of  MSSC 

Buckeye  Elementary 
School  District  #33 
Maricopa  Special  Services 
Consortium  (MSSC) 
PO  Box  518 
Buckeye,  AZ  85326 
(602)  433-7357  or 
(602)  242-9923 
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ARIZONA   RURAL  During  the  most  recent  school  year,  the  rural  health  team 

HEALTH   TEAM  provided  707  acute  care  visits,  37 1  physicals,  and  445  medical 

(ARIZONA  follow-ups.  Almost  1,000  medications  were  prescribed  and 

,iirn  A  K  ■  T  dispensed,  741  students  and  their  families  received  medical 

MIGRANT  F  ,nm        ,    ,      ,,        if.  a 

counseling,  and  1.Z00  medical  and  dental  referrals  were  made. 

(About  15  dentists  work  with  students  referred  by  the  project 

at  little  or  no  cost,  as  do  the  physicians  at  Clinica  Adelante, 

a  non-profit  primary  health  care  clinic.)  More  than  1,400 

community  members  attended  the  project's  health  fairs  during 

the  grant  period. 

In  addition  to  providing  primary  and  preventive  care,  a  nine- 
station  health  screening  is  provided  with  the  assistance  of 
volunteers  and  the  school  nurses.  As  of  May  1996,  4,254  stu- 
dents and  their  families  have  been  screened.  All  new  students 
are  screened  within  30  days  of  enrollment.   Records  are  main- 
tained at  each  site  and  at  the  project's  main  office.  The  project 
has  also  provided  270  health  education  classes  to  students  and 
their  parents.  Again,  volunteers  and  school  liaisons  have  been 
very  helpful  with  this  component.  All  health  information  is 
printed  in  both  Spanish  and  English  at  about  a  fifth  grade  level. 

Each  consortium  member  plays  an  integral  part  in  the  success 
of  the  project.  The  Buckeye  Elementary  School  District 
-33/Maricopa  Special  Services  Consortium,  the  grantee  organi- 
zation, provides  fiscal  management,  planning,  and  evaluation  of 
the  project.  Physicians  from  Clinica  Adelante  provide  back-up 
for  the  Nurse  Practitioner's  activities  and  are  referred  when 
students  require  more  care  than  can  be  provided  at  the  school 
site.  Volunteers  from  Del  Webb  Hospital  support  and  assist  the 
project  throughout  the  year.  Migrant  liaisons  placed  at  each  of 
the  school  sites  by  the  Arizona  State  Department  of  Education 
Migrant/Bilingual  Division  also  contribute  their  expertise  to  the 
project.  And  nursing  students  from  Arizona  State  University 
and  University  of  Phoenix  assist  the  project  with  health 
screening  and  health  education. 

One  of  the  most  significant  problems  encountered  by  the 
project  was  that  neither  Medicaid  nor  insurance  carriers 
recognized  the  project  as  a  health  provider  for  reimbursement. 
Becoming  a  health  provider  for  either  entity  may  entail  licens- 
ing, being  open  24  hours  a  day  seven  days  a  week,  and  having 
an  on-call  physician.  Currently,  the  project  is  exempt  from 
having  to  be  licensed  because  it  is  a  temporary  clinic  affiliated 
with  a  governmental  agency. 


PROJECT 


l 


The  long  distances  traveled  by  the  staff  have  also  proved  ARIZONA   RURAL 

difficult.  Additionally,  loading  and  unloading  all  the  medical  HEALTH   TEAM 

equipment  and  setting  up  a  clinic  every  day  has  been  very  time  (ARIZONA 

consuming  and  fatiguing.  Project  staff  feel  that  a  mobile  unit  MIPPAMT 

fully  equipped  with  medical  equipment  and  an  examining  table 

would  be  the  ideal  way  to  deliver  primary  care  in  rural  areas.  I  CAM) 

The  Arizona  Rural  Health  Team  has  received  a  state  grant  to 
continue  and  expand  its  activities  after  the  outreach  demonstra- 
tion grant  expires.  The  state  grant  is  sponsored  by  the  Arizona 
State  Department  of  Health  Services,  Tobacco  Tax  Primary 
Care  Program.  With  this  grant,  the  project  plans  to  add  another 
three-person  health  team,  a  second  van,  and  expand  its  service 
area  to  three  new  school  districts.  The  project  is  also  seeking 
funding  from  Migrant  Head  Start  Services  to  expand  the 
program  into  a  state-wide  endeavor. 


Platicamos Salud '(Let's  Talk  About  Health)  is  a 
women's  preventive  health  project  that  targets  low- 
income,  Hispanic  women  living  in  the  U.S. -Mexico 
border  communities  of  Santa  Cruz  County,  Arizona. 
Approximately  70  percent  of  the  county's  30,000  residents  are 
Mexican  American.  About  46  percent  of  the  women  are  without 
any  form  of  health  insurance,  public  or  private.  They  face 
severe  financial  barriers  to  any  sort  of  health  care  and  especially 
to  preventive  services. 

Clients  of  Platicamos  Salud  receive  comprehensive  primary  care 
services  including  mammography,  breast  and  cervical  cancer 
screening,  and  diagnostic  ultrasound  as  appropriate.  These  ser- 
vices are  provided  by  the  Mariposa  Community  Health  Center, 
a  federally-supported  community  health  center  and  the  project's 
lead  agency.  Other  consortium  members  provide  much  needed 
services:  the  Santa  Cruz  Family  Guidance  Center  contributes 
on-site  mental  health  services  including  brief  intervention,  eval- 
uation, and  referral;  Carondelet  Holy  Cross  Hospital,  a  commu- 
nity hospital,  provides  outpatient  diagnostic  services  that  are 
beyond  the  scope  of  the  Community  Health  Center;  and  the 
Santa  Cruz  County  Health  Department  evaluates  the  project  in 
conjunction  with  the  University  of  Arizona.  Health  education, 
both  formal  and  informal,  is  also  provided  for  clients,  as  is  trans- 
portation to  appointments. 

One  innovative  aspect  of  this  project  involves  the  use  of  lay 
health  workers  from  the  targeted  communities  to  conduct  case 
finding  and  client  follow-up.  Promotoras  de  Salud  (Health 
Promoters)  and  adolescent  Peer  Outreach  Workers  receive 
intensive  initial  training  and  ongoing  in-service  training.  They 
serve  as  critical  links  between  clients  and  services  and  are 
important  members  of  the  comprehensive  health  care  team. 

Initially  the  project  focused  on  a  target  population  of  women 
aged  15-64.  During  its  second  year,  the  project  expanded  its 
target  population  to  include  male  and  female  adolescents  aged 
11-19;  during  its  third  year,  the  project  included  women  aged  65 
and  older.  As  of  May  1994,  the  project  had  provided  preventive 
care  services  to  2,288  county  residents,  including  1,452  adoles- 
cents of  both  genders,  and  some  elderly  women. 

The  most  significant  problem  faced  by  this  project  has  been  the 
lack  of  affordable  specialty  referrals  for  uninsured  clients.  Out 
of  necessity,  the  promotoras  act  as  assertive  advocates  for  their 
clients,  even  to  the  point  of  "pleading"  for  specialty  services  and 
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PLATICAMOS 
SALUD  (LET'S  TALK 
ABOUT  HEALTH) 
Mariposa  Community 
Health  Center 
Nogales,  AZ 

Contact  Persons: 

Joel  S.  Meister,  PhD 

Director 

Health  Promotion/ 

Disease  Prevention 

(602)281-2860 

David  B.  Ocepek,  MD 

Medical  Director 

(602)281-1550 

Mariposa  Community 

Health  Center 

1852  N.  Mastick  Way 

Nogales,  AZ  85621 
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PLATICAMOS  expensive  medications  such  as  cancer  therapeutics.  Although 

SALUD    (LET'S   TALK  the  advocates  are  very  effective  in  obtaining  free  services  or 

ABOUT   HEALTH)  deferred  payment  plans  from  specialty  providers,  these  activities 

consume  an  inordinate  amount  of  time. 

After  this  grant  expires,  the  Mariposa  Community  Health  Clinic 
will  continue  to  provide  preventive  health  services  to  its  clients, 
on  a  sliding  fee  scale.  The promotoras  will  no  longer  conduct 
outreach  activities,  but  they  will  act  as  patient  advocates  when 
needed.  The  Mariposa  Community  Health  Clinic  is  gearing  up 
to  start  several  new  projects  in  the  areas  of  prenatal  outreach  and 
education,  cancer  prevention  outreach  and  education,  diabetes 
education,  adolescent  health,  and  elder  health.   Funding  for 
these  projects  has  been  secured  from  state  and  federal  sources. 


A   consortium  of  hospitals  and  public  agencies  in 
Pinal  County,  Arizona,  has  used  their  outreach 
grant  to  provide  counseling,  education,  and  case 
management  for  pregnant  women  with  a  history 
of  alcohol  and  drug  abuse.  The  county,  located  between 
Phoenix  and  Tucson,  has  experienced  increasing  problems  with 
drug  abuse  during  pregnancy  and  the  exorbitant  medical  costs 
associated  with  caring  for  these  infants.  The  116,000  residents 
of  this  vast  desert  area  are  among  the  poorest  in  the  state,  with 
23  percent  of  the  population  living  below  the  federal  poverty 
level.  The  county  also  has  the  highest  teen  pregnancy  rate  in 
the  state  (23.3  percent  in  1992)  and  the  second  highest  percent- 
age of  births  to  single  mothers  (47.6  percent  in  1992). 

Under  the  guidance  of  Casa  Grande  Regional  Medical  Center  (a 
local  hospital),  four  counselors  visit  high-risk  pregnant  women 
throughout  the  county.  These  visits,  which  occur  at  least  bi- 
weekly throughout  the  pregnancy  and  for  six  weeks  postpartum, 
allow  the  counselor  to  gain  an  accurate  picture  of  what  is  going 
on  at  home  so  that  intervention  can  be  geared  toward  the  client 
and  her  family  situation.  Project  staff  also  conduct  weekly 
group  education  sessions  at  three  different  locations,  at  which 
the  women  provide  a  urine  sample  for  a  drug  and  alcohol  screen. 
As  an  incentive  to  attend  the  group  sessions,  and  as  a  way  to 
emphasize  the  importance  of  good  nutrition,  participants  are 
given  a  nutritious  meal  at  the  session  and  a  $20  food  voucher. 
Transportation  is  provided  as  needed. 

During  the  course  of  the  project,  counselors  conducted  3,225 
home  visits,  317  educational  group  sessions,  3,059  drug  and  alco- 
hol screens,  and  provided  4,714  meals  and  vouchers.  Almost  94 
percent  of  the  program's  clients  were  receiving  welfare  from  the 
state;  83  percent  were  not  married.  Nearly  42  percent  were 
pregnant  for  the  first  time.  The  clients  included  Hispanics  (49 
percent),  Caucasians  (27  percent),  Native  Americans  (15  per- 
cent), and  African  Americans  (9  percent). 

Women  with  family  histories  of  alcohol  or  drug  abuse  were  also 
eligible  to  participate,  a  strategy  that  has  brought  many 
teenagers  into  the  program.  Of  the  women  who  have  delivered, 
61  percent  have  been  19  years  old  or  younger,  including  some 
13-  and  14-year-olds.  Contraception  education  is  taught  regular- 
ly. Seventeen  of  these  teens  have  gotten  pregnant  again. 

As  of  May  1994,  239  program  clients  have  given  birth.  The  pro- 
ject has  maintained  detailed  records  of  its  clients'  drug  tests  and 
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RURAL  HEALTH 

OUTREACH  GRANT 

PROGRAM 

Casa  Grande  Regional 

Medical  Center 

Casa  Grande,  AZ 

Contact  Person: 
Rose  Marie  Atencio, 
RN,  MSN 
Program  Manager 
Casa  Grande  Regional 
Medical  Center 
1800  East  Florence 
Boulevard 

Casa  Grande,  AZ  85222 
(602)  836-6000  xl43 
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RURAL   HEALTH  birth  outcomes,  and  some  improvements  have  been  noted  over- 

OUTREACH  a"-  However,  these  women  are  from  an  extremely  high-risk 

CRANT   PROGRAM  grouP>  traditionally  resistant  to  almost  all  interventions,  and  the 

levels  of  drug  use  and  poor  birth  outcomes  in  this  group  are  still 
high  compared  to  the  general  population. 

About  nine  percent  of  the  program's  clients  tested  positive  for 
cocaine,  Cannabinoids,  or  amphetamines  at  the  time  of  deliv- 
ery-. Of  the  five  women  who  tested  positive  for  cocaine,  four  of 
their  newborns  also  tested  positive  for  the  drug.  About  10  per- 
cent of  the  infants  were  born  prematurely  (before  37  weeks 
gestation)  and  with  low  birthweight.  Twenty  newborns  (eight 
percent)  required  treatment  in  an  intensive  care  unit.  About  20 
percent  of  the  women  required  close  observation  at  a  high-risk 
maternity  clinic  and  delivery  at  high-risk  hospitals. 

Despite  the  best  efforts  of  this  program  and  other  concerned 
agencies,  it  was  still  very-  difficult  to  identify  women  with  heavy 
drug  or  alcohol  abuse  problems  and  to  get  them  to  participate  in 
a  program  designed  to  help  them  reduce  or  eliminate  their  drug 
dependency.  Many  of  the  women  who  appeared  at  the  hospital 
for  delivery-  had  not  received  any  prenatal  care. 

The  project  has  learned  several  important  lessons.   First,  conti- 
nuity of  care  is  best  facilitated  by  obtaining  a  written  consent 
from  each  client  that  authorizes  the  program  to  communicate 
with  the  other  health  and  social  service  providers  that  she  is 
seeing.  These  may  include  the  client's  medical  doctor,  state 
intervention  agencies,  and  behavioral  health  providers.  Second, 
compliance  is  improved  when  the  client's  male  partner  is  active- 
Iv  involved  in  counseling  and  education  activities.  And  third, 
behavioral  health  agencies  must  be  available  for  referral  after 
the  woman  gives  birth.  If  not,  then  projects  such  as  this  should 
be  designed  to  continue  providing  services  for  several  years 
after  delivery. 

Although  the  project  has  been  actively  pursuing  federal,  state, 
and  local  funding,  none  has  been  secured  to  date. 
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Clinica  de  Salud del  Valle  de  Salinas  (CSVS)  is  a  system 
of  five  health  clinics  scattered  throughout  southern 
Monterey  County,  California.  The  area  is  home  to 
a  large  number  of  migrant  farmworkers,  a  population 
that  faces  many  difficulties  in  obtaining  health  care.  These 
difficulties  include  language  barriers,  lack  of  transportation, 
poverty,  cultural  isolation,  and  severe  shortages  of  physicians 
and  dentists.  CSVS  initiated  this  rural  outreach  project  in 
response  to  these  needs,  and  has  developed  innovative  methods 
to  reach  this  historically  underserved  population. 

The  outreach  project  has  focused  on  two  areas  successfully. 
First,  it  has  established  a  comprehensive  perinatal  health  care 
system  in  South  Monterey  County  and  has  enrolled  many  more 
women  than  originally  projected.  Through  the  project,  women 
receive  prenatal  and  postnatal  care  at  CSVS  primary  care  clinics 
in  King  City,  Greenfield,  and  Soledad.  Ob-Gyn  and  labor  and 
delivery  specialty  services  are  provided  by  Mee  Memorial 
Hospital  in  King  City. 

The  outreach  project  has  also  organized  an  extensive  health 
education  and  referral  program  for  migrant  farmworkers  and 
their  families  that  includes  general  health  education,  CPR,  and 
First  Aid  training.  The  Agricultural  Safety  Program  developed 
by  the  project  has  grown  and  gained  recognition  among  agricul- 
tural firms  in  the  Salinas  Valley.  The  outreach  project  also  pro- 
vides transportation  to  medical  and  social  service  appointments 
when  needed. 

As  of  May  1995,  more  than  15,000  individuals  have  received  ser- 
vices provided  through  the  CSVS  demonstration  grant.  A  total 
of  50,000  individuals  have  received  medical  and/or  dental  care  at 
CSVS  clinics. 

One  of  the  most  innovative  aspects  of  this  project  has  been 
its  delivery  of  services  in  places  where  the  target  population 
naturally  congregates.  Children  receive  well  child  examinations 
in  their  schools.  Health  education  and/or  referral  services  are 
provided  to  women  at  laundromats  and  grocery  stores. 
Farmworkers  receive  health  education  early  in  the  morning 
while  they  wait  for  the  contractors'  buses  and  during  breaks 
while  they  rest  in  the  middle  of  lettuce  or  broccoli  furrows.  The 
project  also  sets  up  "one-stop  shops"  in  which  people  can  obtain 
the  services  offered  by  20-30  consortium  agencies  at  one  site  in 
one  afternoon.  Individuals  needing  health  care,  WIC  program 
services,  prenatal  care,  counseling,  or  assistance  from  any  of  the 
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RURAL  OUTREACH  agencies  can  receive  it  on-site,  and  agency  representatives  make 

PROJECT  appointments  for  follow-up  services. 

CSVS  serves  as  the  project's  lead  agency.  The  consortium 
also  includes  the  Mee  Memorial  Hospital  in  King  City  and 
Natividad  Medical  Center  in  Salinas.   In  addition,  more  than 
30  other  agencies  representing  housing,  education,  legal 
services,  drug  treatment,  family  counseling,  and  other  county 
organizations  are  members  of  the  consortium,  creating  a  large 
referral  network.  CSVS  refers  individuals  to  these  agencies 
as  needed  and  these  agencies  refer  clients  in  need  of  CSVS 
services  to  CSVS. 

Despite  the  consortium's  large  membership,  it  has  remained  an 
active,  effective  organization  in  part  through  its  use  of  commit- 
tees. This  spreads  responsibility  throughout  the  consortium  and 
allows  different  agencies  to  champion  the  causes  that  are  espe- 
cially important  to  them. 

One  of  the  most  significant  lessons  learned  in  the  evaluation 
component  of  the  project  has  been  the  importance  of  follow-up 
activities  by  outreach  workers  to  ensure  that  patients  comply 
with  scheduled  appointments.  A  patient  identified  in  the  field 
as  possibly  diabetic,  for  example,  may  not  keep  his  doctor's 
appointment  due  to  financial  or  transportation  problems.  After 
making  contact  with  an  individual  in  need  of  health  care,  the 
outreach  workers  must  set  a  day  and  time  to  follow  up  with  the 
individual  either  by  phone,  mail,  or  in  person. 

The  outreach  project  is  approaching  self-sufficiency,  with  most 
of  its  revenues  derived  from  billings  to  MediCal  for  perinatal 
services.  The  clinic's  comprehensive  primary  care  services  pro- 
gram, though  not  entirely  self-supporting,  will  also  continue 
after  the  outreach  grant  expires  through  excess  revenues  gener- 
ated by  other  CSVS  programs.  The  CSVS  Agricultural  Safety 
Program  is  also  close  to  self-sufficiency,  perhaps  even  profitabili- 
ty, as  more  agricultural  firms  become  serious  about  reducing 
agriculturally-related  injuries  and  workers'  compensation  claims. 
Finally,  the  coalition  of  agencies  formed  under  this  grant  looks 
forward  to  working  together  indefinitely,  as  the  arrangement  has 
served  the  best  interests  of  all  who  participate. 


Every  low-income  pregnant  woman  in  Mesa  County, 
Colorado,  has  access  to  prenatal  care  and  related  services 
through  the  activities  of  B4  Babies,  an  innovative  out- 
reach program  based  in  Grand  Junction.  During  its  three 
years  of  operation,  the  program  has  witnessed  its  clients'  low 
birthweight  rate  decline  from  one  of  the  highest  in  the  nation  for 
rural  areas  to  levels  well  below  state  and  national  averages.  Every 
prenatal  care  provider  in  the  county  (now  28  plus  the  residency 
program)  has  voluntarily  agreed  to  serve  Medicaid  patients 
through  a  rotation  system  managed  by  this  program. 

The  B4  Babies  office  serves  as  the  Medicaid  eligibility  outreach 
site  for  pregnant  women  and  children  in  Mesa  County.  The  pro- 
gram and  the  Department  of  Social  Services  together  have  devel- 
oped a  system  that  facilitates  final  approval  for  Medicaid.  Women 
who  meet  income  requirements  are  given  temporary  Medicaid 
cards.  Those  exceeding  income  requirements  are  referred  to 
other  appropriate  publicly-funded  financial  resources.  During  the 
B4  Babies  intake,  an  appointment  is  made  with  a  prenatal  care 
provider  for  all  clients.  Every  prenatal  care  provider  in  the  com- 
munity has  agreed  to  accept  the  program's  Medicaid  patients  on  a 
rotating  basis,  largely  because  the  program  provides  the  assurance 
of  a  payment  plan.  B4  Babies  provides  Medicaid  billing  services 
for  those  practices  that  do  not  normally  accept  Medicaid  patients. 
The  providers  also  accept  B4  Babies  clients  whose  income 
exceeds  Medicaid  limits. 

The  prenatal  care  provider  rotation  has  been  one  of  the  most 
innovative  and  successful  elements  of  this  program.  The  system 
ensures  that  no  Medicaid  patient  is  denied  prenatal  care,  and  at 
the  same  time,  evenly  distributes  Medicaid  patients  among  a 
large  enough  group  of  providers  so  that  the  providers  can  still 
maintain  private  pay  and  privately  insured  patients  in  their  prac- 
tices. 

When  the  project  started,  only  seven  prenatal  care  providers  and 
the  Saint  Mary's  Family  Practice  residency  program  were 
involved.  To  solicit  more  support,  the  physicians  in  the  consor- 
tium promoted  the  program  to  the  local  Independent  Physicians' 
Association.  By  December  1991,  an  additional  twelve  providers 
were  participating,  and  as  B4  Babies  built  a  reputation  for  sound 
management,  others  joined.  As  new  providers  came  to  the  area, 
the  B4  Babies  Coordinator  contacted  them  to  include  them  in  the 
rotation.  Today,  every  prenatal  care  provider  in  the  county  partic- 
ipates in  the  program — three  certified  nurse  midwives,  who  pro- 
vide 40  percent  of  the  deliveries  in  the  county,  25  physicians,  and 
those  in  the  residency  program. 
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B4    BABIES  The  B4  Babies  program  also  provides  many  other  services  to 

pregnant  women.  A  bilingual  (Spanish/English)  staff  member 
accompanies  all  non-English  speaking  clients  (85  to  date)  to 
their  prenatal-related  appointments  and  helps  to  shepherd  them 
through  the  system.   Bilingual-bicultural  prenatal  care  classes 
are  provided  quarterly.  All  clients  are  given  information  on  the 
importance  of  prenatal  care,  good  nutrition,  and  abstaining  from 
tobacco  and  other  substances  that  can  harm  the  fetus.  Referrals 
are  made  to  WIC,  substance  abuse  programs  for  pregnant 
women,  and  to  public  health  nurses  for  case  management. 
Sixteen  clients  have  participated  in  a  substance  abuse  program, 
and  176  have  received  home  visits  from  public  health  nurses. 
B4  Babies  also  provides  taxi  services  to  prenatal  appointments. 

The  program  also  encourages  pregnant  teens  to  participate  in  a 
program  designed  to  meet  their  needs.  The  Young  Parents 
Program  is  housed  in  the  same  facility  as  B4  Babies,  so  teen  par- 
ents can  have  immediate  access  to  prenatal  and  parenting  infor- 
mation and  support.  Also  housed  in  this  facility  are  a  domestic 
violence  program,  programs  for  single  parents,  social  services 
case  workers  who  help  clients  work  toward  self-sufficiency,  and 
a  computer  learning  lab.  All  these  services  are  available  to 
program  participants. 

B4  Babies  is  coordinated  by  The  Resource  Center,  a  local 
human  services  organization.  The  project's  22-member  consor- 
tium consists  of  medical  providers,  health  department  officials, 
hospital  representatives,  and  social  service  department  officials 
who  are  devoted  to  improving  access  to  prenatal  care  in  the  area. 
They  are  decision-makers  within  their  organizations  and  have 
influence  among  their  co-workers  and  peers.  Cooperation  with 
the  Department  of  Social  Services  has  been  particularly  crucial 
to  this  program's  success. 

The  project  has  served  1,880  women  to  date.  In  1993  there 
were  553  program-related  deliveries,  representing  more  than  40 
percent  of  all  deliveries  in  the  county.   During  that  year,  B4 
Babies  arranged  for  the  care  of  75  percent  of  the  deliveries  to 
adolescents  and  53  percent  of  the  deliveries  to  nonwhite  moth- 
ers. Evaluations  conducted  by  an  independent  consultant 
reveal  that  program  participants  are  seeking  care  earlier  in  their 
pregnancies  compared  to  before  the  project  started.  About  79 
percent  are  beginning  care  in  their  first  trimester  of  pregnancy. 
Furthermore,  74  percent  of  the  B4  Babies  mothers  delivered 
without  complications,  compared  to  60  percent  of  all  mothers. 
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Of  the  outcomes  data  collected  by  the  program,  perhaps  the  B4   BABIES 

most  dramatic  are  the  low  birthweight  statistics.  Historically, 

Colorado's  rate  of  low  birthweight  babies  (<2,500  g)  has  been 

among  the  highest  in  the  nation.  At  no  time  since  the  1950s  has 

the  state  had  a  low  birthweight  rate  of  less  than  7.7  percent. 

During  the  1980s,  Mesa  County's  low  birthweight  rate  was  7 

percent  to  9  percent.  Yet  in  1993,  after  two  years  of  the  B4 

Babies  program,  the  proportion  of  low  birthweight  babies  in  the 

county  was  5.6  percent,  and  among  program  participants  it  was 

5.8  percent.  Both  reductions  were  statistically  significant. 

The  B4  Babies  program  will  continue  after  the  outreach  grant 
expires.  The  local  hospitals,  Health  Maintenance  Organization 
(HMO),  and  the  physicians'  association  all  have  committed 
funding  for  this  project.  Funding  is  also  expected  from  local 
grants,  foundations,  and  corporations. 
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The  San  Luis  Valley  in  south  central  Colorado  is  one 
of  the  most  geographically  isolated  parts  of  the  state. 
A  horseshoe  rim  of  mountains  encloses  8,188  square 
miles  of  rugged  desert  terrain  and  wetlands,  creating 
the  largest  Alpine  Valley  in  the  world.  The  six  counties  in  the 
valley  cover  an  area  the  size  of  Massachusetts,  yet  have  a 
population  of  only  42,000  people,  half  of  whom  are  Hispanic. 
Unemployment  is  high,  and  roughly  one-quarter  of  the 
population  lives  in  poverty. 

The  outreach  project  was  designed  to  meet  two  pressing  health 
needs.  First,  the  valley's  ten  emergency  medical  services  (EMS) 
programs  were  operating  independently  from  one  another  and 
had  ineffective  and  outdated  training  programs  and  equipment. 
Second,  only  one  dental  clinic  in  the  entire  valley  served  the 
indigent  population,  causing  some  residents  to  drive  as  far  as 
100  miles  to  receive  emergency  dental  care.  The  shortage  was 
especially  acute  during  the  agricultural  season,  when  many 
migrant  farmworkers  resided  in  the  area. 

The  need  for  a  strong  emergency  response  system  had  grown 
increasingly  important  in  recent  years,  as  two  of  the  four 
hospitals  in  the  valley  had  closed  and  a  third  was  converting 
beds  to  long-term  care  services.  With  two  fewer  emergency 
rooms,  the  travel  time  to  the  nearest  hospital  had  increased  to 
one  hour  from  some  areas,  making  it  even  more  critical  that 
EMS  personnel  had  the  proper  training  and  equipment  to  care 
for  patients  until  they  reached  the  hospital.  Unfortunately, 
while  the  burden  on  the  EMS  programs  was  increasing,  funding 
from  state  and  local  sources  was  decreasing. 

To  address  this  need,  a  state-funded  telecommunications  system 
was  installed  to  link  all  ten  EMS  programs  for  the  purposes  of 
training  and  consultation.  This  demonstration  grant  has  funded 
the  training  of  40  new  EMS  volunteers  using  this  new  system. 
The  telecommunications  link  has  reduced  the  cost  and  inconve- 
nience of  training  (in  the  past,  students  had  to  travel  two  to  four 
hours  to  take  the  course),  and  eliminated  the  problem  of  small 
class  sizes.  Grant  funds  were  also  used  to  purchase  training 
equipment  for  advanced  cardiac  life  support  courses  and  other 
trauma  courses. 

The  most  significant  problems  encountered  by  the  project 
were  rooted  in  old  territorial  issues.  The  EMS  providers  in  the 
valley  had  never  before  collaborated.  In  fact,  they  had  prided 
themselves  in  being  autonomous  and  independent  of  each 
other.  With  diminishing  state  funds,  however,  it  had  become 
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SAN    LUIS   VALLEY  clear  that  they  needed  to  work  together  to  maximize  available 

RURAL   HEALTH  resources.  The  project  overcame  this  reluctance  by  making 

OUTREACH  small,  incremental  changes;  by  having  each  group  participate  in 

p  _,  _  .  p  r  T  the  selection  and  purchase  of  equipment;  and  by  ensuring  that 

each  group  was  able  to  benefit  from  the  changes.  The  fact  that 
the  new  equipment  was  state-of-the-art  and  comparable  to  that 
of  any  urban  site,  helped  significantly,  as  did  the  increased 
revenue  obtained  through  a  new  joint  billing  system. 

To  address  the  need  for  dental  services  for  the  indigent 
population,  a  new,  four-station  dental  clinic  was  opened  the 
fall  of  1995  in  Alamosa  (pop.  1 1,000),  the  largest  and  most 
centrally-located  town  in  the  valley.  Funding  for  the  new  clinic 
came  from  Valley- Wide  Health  Services  (this  project's  lead 
agency),  a  community  leadership  grant  from  the  Robert  Wood 
Johnson  Foundation,  and  donations  from  local  churches  and 
private  dentists.  This  demonstration  grant  funded  staff  salaries 
and  equipment  during  the  start-up  period.  The  clinic  has  now 
provided  dental  care  to  more  than  1,000  patients.  It  recently 
expanded  its  services  to  include  private  pay  patients,  which 
should  help  cover  its  operating  costs. 

Valley- Wide  Health  Services,  a  community  health  center, 
leads  the  project's  consortium.  Other  members  include  the 
10  ambulance/EMS  systems,  the  San  Luis  Valley  Education 
Center,  Adams  State  College,  the  Blanca/Ft.  Garland  communi- 
ty center,  and  the  San  Luis  Valley  Rural  Telecommunications 
Project.  The  San  Luis  Valley  Education  Center  coordinated 
the  EMS  training  and  telecommunications  project  with  assis- 
tance from  Adams  State  College.  The  ten  EMS  systems 
coordinated  the  purchase,  use,  and  maintenance  of  the  EMS 
training  equipment. 

The  project's  dental  clinic  is  thriving  and  will  continue  to 
sustain  itself  after  the  grant  period  through  fee-for-service 
revenues.  The  clinic  now  serves  as  a  year-round,  rural  training 
site  for  dental  students.  The  EMS  training  equipment 
purchased  through  the  grant  will  continue  to  enhance  the 
educational  program.  The  telecommunications  system  will 
soon  be  linked  to  an  even  bigger  system  that  will  connect  all  14 
school  districts  in  the  valley  and  provide  enhanced  abilities  for 
the  EMS  system.  Funding  for  this  expansion  is  expected  to 
come  through  U.S.  West,  the  local  telecommunications  compa- 
ny. Perhaps  the  biggest  benefit  is  that  the  ten  EMS  programs 
that  shunned  collaboration  at  the  beginning  of  the  grant  period 
are  now  planning  to  meld  into  one  solid  regional  group  within 
five  vears. 


Care  A  Van,  a  34-foot,  self-contained  medical  office 
on  wheels,  can  be  found  parked  among  the  citrus 
groves  of  southwest  Florida  five  days  a  week  provid- 
ing medical  care  and  social  services  to  the  rural  poor 
and  migrant  farmworkers.  Managed  by  the  Bon  Secours  -  St. 
Joseph  Hospital  of  Port  Charlotte,  this  rural  outreach  program 
serves  a  5-county  region — Hardee,  Highlands,  DeSoto,  Glades, 
and  Charlotte.  During  citrus  production  season,  the  population 
of  this  region  swells  to  include  more  than  40,000  migrant  and 
seasonal  farmworkers  and  their  families. 

Health  care  professionals  on  the  van  provide  school  physicals, 
immunizations,  prenatal  screenings,  tuberculin  skin  testing, 
STD  and  HIV/AIDS  testing,  health  screenings  for  the  elderly 
(including  cholesterol,  prostate  disease,  and  diabetes),  pharma- 
ceuticals, health  education,  treatment  of  minor  acute  illness,  and 
referral  services.  The  van  is  staffed  by  a  nurse  practitioner  and 
several  nurses;  medical  students  and  nurse  practitioner  students 
from  the  University  of  South  Florida  also  observe  and  partici- 
pate in  caregiving. 

In  its  first  two  years  of  operation  (beginning  May  1993),  the 
Care  A  Van  has  treated  4,470  patients;  "3  of  these  have  been 
treated  two  or  more  times.  Because  a  large  portion  of  the 
patient  population  are  migrants,  this  return  rate  is  seen  as  a 
strong  indicator  that  the  Care  A  Van  is  fulfilling  an  important 
role  in  patients'  health. 

One  of  the  main  priorities  of  the  project  has  been  to  communi- 
cate with  its  target  population  in  a  way  that  is  culturally  sensitive 
to  ethnic  needs  and  beliefs.  The  multilingual  project  staff 
serves  a  wide  range  of  ethnicities,  including  Anglos,  Hispanics, 
African  Americans,  Haitians,  Caribbean  Island  minorities, 
Asians,  and  Native  Americans.  It  is  not  uncommon  to  hear  a 
handful  of  different  languages  spoken  on  the  Care  A  Van  in  a 
single  day.  Almost  everyone  served  by  the  program  lives  at  or 
below  the  federally-established  poverty  level.  Many  are  not 
U.S.  citizens;  only  some  have  legal  work  permits. 

One  key  to  the  success  of  the  Care  A  Van  project  has  been  its 
connection  with  the  social  service  network  in  the  area. 
Specifically,  one  of  the  project's  consortium  members  is  the 
Catholic  Charities,  Diocese  of  Venice,  an  organization  with  well- 
established  relationships  with  community  leaders  and  residents. 
The  project  has  been  able  to  use  its  association  with  this  group 
to  rapidly  build  trust,  recognition,  and  rapport  with  the  local 
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CARE   A  VAN  residents.  The  charity  has  also  been  invaluable  in  fundraising, 

publicity,  and  scheduling  the  service  sites. 

The  Bon  Secours  -  St.  Joseph  Healthcare  Group  Foundation, 
located  in  the  Bon  Secours  -  St.  Joseph  Hospital  in  Port 
Charlotte,  has  provided  leadership  and  direction  to  the  project 
since  its  inception.  The  group  has  been  the  driving  force 
behind  this  project  through  its  many  setbacks  and  challenges. 
Most  notably,  when  a  key  fundraiser  dropped  out  of  the  consor- 
tium at  the  beginning  of  the  grant  period,  leaving  the  project 
unable  to  purchase  the  mobile  van,  the  Bon  Secours  -  St.  Joseph 
Healthcare  Group  Foundation  stepped  forward  and  volunteered 
the  money  to  cover  the  cost.   Rounding  out  the  consortium  are 
the  public  health  departments  of  the  five  counties,  several  local 
hospitals,  and  the  Redlands  Christian  Migrant  Association. 
Each  consortium  member  has  given  money  to  the  project  to 
help  fulfill  the  need  for  matching  funds. 

It  has  been  projected  that  this  area  will  require  a  41  percent 
increase  in  the  number  of  farmworkers  during  the  next  few 
years  to  keep  up  with  the  expanding  citrus  industry'.  This  is  a 
daunting  prospect  for  health  professionals  caring  for  this  popula- 
tion, and  it  requires  careful  planning  for  the  future.  The  Care  A 
Van  program  has  made  numerous  arrangements  to  ensure  its 
survival.  Now  a  licensed  Rural  Clinic,  it  expects  to  obtain  some 
revenue  enhancement  through  the  Medicaid  and  Medicare  pro- 
grams. These  are  critical  funding  sources  since  clinic  patients 
do  not  have  private  insurance.  The  project  has  also  applied  to 
several  other  federal  funding  sources  and  has  increased  its 
fundraising  campaign  among  the  citrus  growers,  citrus  contrac- 
tors, canning  processing  plants,  and  other  area  businesses. 
Finally,  Bon  Secours  -  St.  Joseph  Hospital  will  continue  to 
provide  major  financial  support  to  the  program. 


The  20,000  or  so  migrant  and  seasonal  farmworkers  of 
Collier  County,  Florida,  form  a  unique  community  of 
three  cultures — Hispanic,  Guatemalan  Indian,  and 
Haitian.  Although  their  languages  and  cultures  differ, 
one  thing  they  do  share  is  inadequate  access  to  preventive  and 
primary  health  care  services.  For  a  variety  of  reasons,  many 
individuals  in  this  population  never  obtain  health  care  unless 
they  become  too  ill  to  work  or  a  family  member's  illness  keeps 
them  from  working.  The  Immokalee  Companeros  Project  was 
started  in  the  hopes  of  bringing  to  this  group  active  outreach, 
early  identification,  health  screening,  home  visiting,  culturally 
sensitive,  health  education,  and  financial  assistance. 

The  project  placed  strong  emphasis  on  the  delivery  of  health 
screening  and  education  through  home  visits.  Two  teams,  each 
composed  of  a  community  health  nurse  and  an  outreach  com- 
panion, visited  the  homes  of  migrant  farmworkers  and  assessed 
the  needs  of  the  entire  family.  As  of  May  1995,  the  project  had 
served  507  families,  totalling  2,365  individuals.  Referrals  were 
made  when  necessary  to  one  of  the  project's  consortium  mem- 
bers:   Children's  Medical  Services,  the  Title  V  Children  with 
Special  Health  Care  Needs  program;  Collier  Health  Services 
Inc.,  a  community  health  center;  Naples  Community  Hospital,  a 
tertiary  care  facility;  Redlands  Christian  Migrant  Association,  a 
provider  of  day  care  services;  the  Healthy  Start  program;  and 
other  social  services.  The  project's  lead  agency,  the  Isabel 
Collier  Read  Immokalee  Health  Park,  provided  the  outreach 
nurse/companion  teams.  After  an  initial  consultation,  the  out- 
reach nurses  continued  to  monitor  and  coordinate  the  family's 
care  and  make  monthly  or  bimonthly  follow-up  home  visits. 

As  bilingual  and  bicultural  team  members,  the  outreach  com- 
panions played  key  roles  in  reaching  across  cultural  barriers. 
They  provided  translation  services  during  home  visits  and  at  the 
health  center;  they  assisted  the  nurses  in  providing  culturally 
relevant  health  education;  they  helped  families  complete  public 
assistance  applications;  and  they  provided  transportation  to 
health-related  appointments  when  needed.  The  project  found 
it  relatively  easy  to  recruit  and  retain  its  outreach  companions. 
In  contrast,  the  recruitment  of  registered  nurses,  was  one  of  the 
most  difficult  aspects  of  the  project. 

A  second  component  of  this  project  was  the  development  of 
speech,  occupational,  and  physical  therapy  programs  for  the 
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IMMOKALEE  children  of  farmworker  families.  The  project's  first  effort  started 

COM  PAN  EROS  m  Januar>'  1993  with  the  provision  of  outpatient  speech  therapy 

P  R  O  I  F  C  T  to  1 1  children  on  a  weekly  basis.  An  expanded  program  that 

includes  occupational  and  physical  therapy  is  expected  to  begin 
this  fall  with  approximately  80  children  enrolled.  These  ser- 
vices are  provided  through  the  Naples  Community  Hospital,  a 
consortium  member,  and  the  Training  and  Educational  Center 
for  the  Handicapped,  a  local  therapy  provider  that  also  works  in 
the  public  school  system. 

The  project's  consortium  became  formally  incorporated  as  a 
Rural  Health  Network,  one  of  four  recognized  by  the  state  as 
part  of  a  statewide  effort  at  health  reform.  The  group  is  current- 
ly exploring  the  creation  of  a  Medicaid  HMO.  Project  leaders 
are  actively  seeking  grants  and  other  funds  to  continue  the 
Immokalee/Companeros  Project  after  the  outreach  grant 
expires.  As  of  May  1995,  no  funding  had  been  obtained. 


The  Rural  Maternity  Outreach  Mobile  Project  was 
designed  to  address  the  high  rates  of  infant  mortality 
in  two  counties  in  rural  North  Central  Florida.  Low- 
income  pregnant  women  in  Putnam  and  Hamilton 
counties  face  many  barriers  to  accessing  prenatal  care,  including 
long  distances,  financial  barriers,  lack  of  transportation,  and  lack 
of  child  care.  Furthermore,  those  who  do  receive  care  are  some- 
times prevented  from  implementing  the  advice  they  receive 
from  prenatal  care  providers  by  lack  of  understanding  and 
economic  problems. 

The  outreach  project  has  brought  two  new  services  to  the  area. 
First,  the  MOMobile,  a  37-foot  Blue  Bird  bus  converted  into  a 
women's  health  clinic,  provides  comprehensive  prenatal 
care  to  low-income  pregnant  women  in  four  remote  areas.  The 
MOMobile  is  staffed  by  a  nurse  practitioner,  a  social  worker,  a 
nutritionist,  a  lab  technician,  and  a  clerk.  In  addition  to  individ- 
ual counseling,  classes  in  childbirth  education  and  parenting 
are  offered,  and  a  La  Leche  volunteer  offers  a  bilingual  class 
in  breastfeeding. 

Second,  the  project  sends  paraprofessional  home  visitors  called 
"Resource  Mothers"  to  the  homes  of  pregnant  women  who  lack 
transportation,  who  have  missed  more  than  two  appointments, 
who  are  less  than  15  years  of  age,  or  who  have  been  identified 
by  the  social  worker  as  being  socially  at  risk  and  needing  sup- 
port. The  Resource  Mother  assists  the  pregnant  women  in 
problem-solving. 

The  project's  lead  agency  is  the  Maternity  and  Infant  Care 
(MIC)  Project  at  the  University  of  Florida.  The  MIC  project 
and  the  two  county  health  units  provide  the  health  care  services. 
Volunteers  from  the  university's  Medical  Student  Association 
provide  community  outreach,  and  the  March  of  Dimes 
spearheads  local  community  education  and  coordinates 
special  events. 

Statistics  from  the  state  and  the  involved  agencies  suggest  that 
the  program  has  been  successful  in  meeting  its  goals.  In  both 
counties,  the  rate  of  low  birthweight  and  very  low  birthweight 
deliveries  has  decreased  since  the  project's  inception.  Women 
are  more  likely  to  enroll  for  health  care  in  their  first  trimester  of 
pregnancy  and  less  likely  to  enroll  in  their  third  trimester. 
Because  other  projects  in  addition  to  the  Rural  Outreach  Project 
have  been  initiated  in  the  area  during  this  time  period,  a  second 
evaluation  was  conducted  to  determine  whether  these  improve- 
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RURAL  MATERNITY  merits  could  be  specifically  linked  to  the  project.  This  study 

OUTREACH  showed  that  women  who  received  care  on  the  MOMobile  had 

MOBILE    PROIECT  lower  rates  of  low  birthweight,  and  vers'  low  birthweight  deliver- 

ies and  fewer  premature  infants  than  a  comparison  group  of 
women  who  received  prenatal  care  in  the  Putnam  County 
Public  Health  Unit.  The  comparison  group  was  matched  for 
income,  age,  marital  status,  education,  parity,  and  tobacco  use. 

The  results  of  the  study  were  surprising,  even  to  the  staff  of  the 
MOMobile.  The  health  care  offered  by  the  county  health  unit 
is  thought  to  be  of  high  quality,  and  in  fact,  is  provided  by  the 
same  agencies  that  provide  the  care  on  the  MOMobile.  There 
are  some  identifiable  differences,  however,  that  might  account 
for  the  improved  birth  outcomes.  The  care  offered  by  the 
MOMobile  is  very  personal.  The  care  providers  know  each 
woman  by  name,  and  they  are  bilingual,  bicultural,  and  sensitive 
to  individual  needs.  The  atmosphere  is  intimate  and  informal, 
and  there  is  almost  no  waiting  time  for  appointments.  Children 
and  other  family  members  are  welcome  and  included  in  the 
visit.  The  women  usually  see  the  social  worker  and  nutritionist 
in  addition  to  the  nurse  practitioner.   Finally,  women  receiving 
care  in  the  MOMobile  keep  a  higher  percent  of  scheduled  pre- 
natal visits  than  women  who  are  seen  at  the  other  sites. 

The  success  of  this  project,  both  in  terms  of  birth  outcomes  and 
its  operation,  has  been  greater  than  that  of  many  other  mobile 
health  units.  Much  of  the  success  has  been  attributed  to  the 
dedication,  flexibility,  and  good  humor  of  the  staff.  Also,  the 
program  is  part  of  a  comprehensive  system  of  care  that  provides 
service  either  over  the  phone  or  at  another  site  on  the  days  the 
mobile  unit  is  not  on  location.  And  finally,  the  design  and  ambi- 
ence in  the  mobile  unit  has  been  vital  to  its  acceptance  as  a 
credible  site  for  health  care  delivery. 

Despite  numerous  requests  to  state  and  other  sources,  no 
funds  have  been  secured  to  maintain  the  MOMobile  after  the 
grant  period.  The  two  county  public  health  units  and  the 
University  of  Florida  will  continue  to  offer  prenatal  care  from 
their  current  sites. 


Residents  on  the  east  side  of  the  island  of  Hawaii,  known  as 
the  Big  Island,  face  severe  restrictions  in  accessing  health 
care.  The  demand  for  private  physicians  is  so  high  that 
even  someone  moving  to  the  Hilo  area  with  private 
medical  insurance  can  be  put  on  a  waiting  list.  For  the  majority  of 
Medicaid  recipients  or  those  without  insurance,  the  emergency  room 
at  Hilo  Hospital  is  the  only  source  of  health  care.  For  those  living  in 
the  Puna  district,  adjacent  to  Hilo,  no  private  physicians  are  avail- 
able. The  last  group  practice  left  the  area  several  years  ago  because 
it  could  not  survive  financially  with  so  many  patients  on  public  assis- 
tance or  with  no  insurance. 

This  outreach  project  was  designed  to  provide  basic  health  care, 
outreach,  and  support  services  to  the  rural  residents  of  the  Hilo  and 
Puna  districts.  Together,  these  districts  make  up  the  majority  of  the 
land  and  population  of  the  east  side  of  the  island.  The  Puna  district, 
made  up  of  small  villages  and  rural  subdivisions,  has  large  areas  with- 
out central  electrical  power  or  access  to  the  county  water  supply. 
Poverty  is  disproportionately  high. 

Through  the  grant,  two  primary  care  clinics  have  been  established, 
one  in  Pahoa  in  the  Puna  District,  and  the  other  in  Hilo.  The  Pahoa 
clinic  has  three  clinicians — a  board-certified  family  practice  physi- 
cian with  previous  community  health  center  experience,  a  family 
practice  nurse  practitioner,  and  a  physician  assistant.  As  of  April 
1994,  the  clinic  had  served  6,124  patients  (11,573  patient  visits). 
The  Hilo  clinic,  staffed  by  a  full-time  nurse  practitioner,  has  provid- 
ed mainly  family  planning  services  and  has  served  2,500  patients. 
After  a  difficult  yet  rewarding  search,  two  board-certified  family 
practice  physicians  will  join  the  Hilo  clinic  this  fall. 

In  addition  to  primary  care  services,  both  clinics  offer  public  health 
nursing  services  and  outreach  to  Native  Hawaiians  in  the  form  of 
screenings  and  referrals.  This  triangle  of  collaboration  has  provided 
additional  points  of  contact  for  people  in  need  of  services  and  also 
the  opportunity  for  case  referral  and  collaboration  of  preventive 
services  between  providers. 

About  25  percent  of  the  clinics'  patients  are  Native  Hawaiian,  28 
percent  are  Asian  and  Pacific  Islanders,  and  47  percent  are 
Caucasian.  Statistics  suggest  that  the  project  is  succeeding  in 
reaching  the  medically  underserved:  52  percent  of  its  patients  are 
Medicaid  recipients,  23  percent  are  uninsured,  14  percent  have  pri- 
vate insurance,  6  percent  are  recipients  of  SHIP  (the  state  gap-group 
insurance  plan),  and  4  percent  are  Medicare  recipients. 
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B  AY   CLINIC  The  Bay  Clinic,  a  nonprofit  health  clinic  and  the  project's  lead  agency, 

provides  the  primary  care  services  at  each  clinic.  The  University  of 
Hawaii  School  of  Nursing's  baccalaureate  program  allows  its  nurses  to 
work  in  the  clinics  for  their  elective  placement  requirement.   Hui 
Malama  Ola  Na  Oiwi,  a  nonprofit,  federally-funded  Native  Hawaiian 
health  organization,  provides  health  screening  and  referral  services  to 
Native  Hawaiians  and  pays  the  outreach  worker's  salary.  The 
Department  of  Health's  Public  Health  Nursing  Branch  contributes 
the  public  health  nurse,  whose  salary  is  paid  for  by  the  grant. 

Because  there  was  such  a  need  for  medical  care  in  the  Puna  District, 
the  project  opened  the  Pahoa  clinic  during  the  first  month  of  receiving 
the  grant.   It  took  an  enormous  organizational  effort  to  hire  the  staff, 
order  supplies  and  equipment,  and  move  into  the  space  in  so  little 
time.   Unfortunately,  this  haste  has  ended  up  causing  more  problems 
than  it  solved  because  there  was  no  time  to  organize  an  information 
system  before  beginning  service.  The  project  also  had  no  administra- 
tive support  staff  and  no  fiscal  officer  during  its  first  five  months  of 
operation  because  all  available  funds  were  being  spent  for  clinical  ser- 
vices. To  this  day,  the  clinic  lacks  an  adequate  information  system  that 
allows  rapid  access  to  patient  statistics  and  billing  status.  The  project 
has  been  consulting  with  outside  experts  about  possible  upgrades. 

The  project  has  also  experienced  some  hostility  from  the  physician 
community.  This  includes  the  head  of  the  county  medical  society, 
who  has  targeted  the  clinics  as  a  threat  to  private  providers  in  a 
newsletter  mailed  to  all  members  of  the  island-wide  medical  society. 
There  has  never  been  an  HMO  or  other  health  organization  in  the 
area — only  private  physicians  in  solo  practice  or  in  a  small  group  prac- 
tice. With  the  advent  of  health  care  reform  and  many  changes  in  the 
current  practice  of  health  care  on  the  horizon,  the  clinic  represents  the 
first  visible  sign  of  change  in  this  community. 

After  the  grant  expires,  the  project  will  have  to  discontinue  its  public 
health  nurse  position.   Initially,  it  had  been  projected  that  state  funds 
would  support  this  position,  but  a  prolonged  recession  caused  by  a 
decline  in  tourism  makes  this  impossible.   Reimbursement  for  clinical 
services  also  was  expected  to  continue  under  Medicaid  cost-based 
reimbursement.  Yet  in  August  of  this  year,  Hawaii  began  a  state-wide 
managed  care  demonstration  project  that  eliminates  this  cost-based 
reimbursement  for  community  health  centers.  It  remains  to  be  seen 
whether  the  clinics  will  be  able  to  maintain  their  present  level  of  ser- 
vices under  the  managed  care  system  given  the  high  numbers  of 
Medicaid  patients  seen  at  these  sites. 


The  KEYS  project  in  southwest  Idaho  was  designed  to 
provide  a  unique  combination  of  solutions  to  many  of 
the  area's  unmet  needs  for  health  and  human  services. 
In  addition  to  a  strong  need  for  transportation  services, 
perinatal  and  dental  health  status  in  the  area  is  poor.  The 
region's  infant  mortality  and  teenage  pregnancy  rates  are  the 
worst  in  the  state,  and  a  disproportionate  number  of  Hispanic 
women  enter  prenatal  care  late  in  their  pregnancies.  Children 
and  pregnant  women  also  have  the  highest  unmet  need  for 
dental  care  in  the  state. 

To  address  these  different  needs,  the  KEYS  project  has  devel- 
oped two  main  components.  The  first  is  a  transportation  service 
that  takes  passengers  to  human  service  agencies  for  a  nominal 
fee.  Passengers  can  request  this  service  over  the  telephone. 
The  second  component  is  the  direct  provision  of  dental  and 
perinatal  support  services.  Dental  services  are  provided  on  a 
sliding  fee  scale  with  emphasis  on  low  income  children, 
pregnant  women,  and  Hispanic  individuals.  (  At  least  13  percent 
of  the  area's  residents  are  Hispanic,  and  this  number  does  not 
include  a  large  number  of  undocumented  immigrants  from 
Mexico.)  The  perinatal  support  services  include  nursing,  nutri- 
tion, case  management,  and  outreach  activities  provided  to  low 
income  pregnant  women  and  their  families.  Both  the  dental  and 
perinatal  services  are  provided  by  a  bilingual,  bicultural  staff. 

Clinic  facilities  for  the  project's  dental  and  perinatal  services  are 
provided  by  Terry  Reilly  Health  Services,  a  multisite,  multidis- 
ciplinary  migrant  and  community  health  clinic  system  and  the 
project's  lead  agency.  Vehicles  and  staff  for  the  transportation 
services  are  provided  through  a  contractual  arrangement  with 
Canyon  County  Head  Start  Friends,  a  multisite  Head  Start 
and  community  action  agency.  Other  consortium  members 
include  Canyon  County  Organization  on  Aging  and  the  Idaho 
Migrant  Council,  a  private,  nonprofit  agency  serving  migrant 
and  seasonal  farm  workers. 

The  project  has  adopted  several  innovative  methods  to  promote 
its  services  and  make  them  more  accessible.  For  the  transporta- 
tion component,  the  project  contracts  with  other  agencies  to  use 
their  vehicles  during  their  off  hours  or  down  times.  To  reach 
children  with  unmet  dental  needs,  the  project  provides  on-site 
oral  screenings  at  Head  Start  locations.  To  deliver  perinatal  ser- 
vices to  migrant  farm  workers,  the  project  has  established  out- 
reach service  sites  in  the  area  migrant  camps.  Perinatal  services 
include  free  pregnancy  testing  and  counseling,  blood  pressure 
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SERVICES 


KEYS:    KEYS    FOR  and  weight  checks,  assessment  and  referral  to  community 

ENTRY  TO    HEALTH  agency  services,  assistance  with  health  and  human  service 

AND    HUMAN  agency  application  forms,  and  home  visiting.  A  rural  case  man- 

ager for  pregnant  and  parenting  teens  provides  group  and  indi- 
vidual services  in  community  agencies  and  in  clients'  homes. 
The  project  has  also  produced  and  distributed  a  video  in 
Spanish  for  new  mothers  for  use  in  local  hospitals.  And  a  lay 
referral  incentive  program  is  used  to  enhance  early  pregnancy 
detection  and  referral  to  prenatal  care  for  Hispanic  women. 

As  of  May  1994,  1.771  riders  have  received  22,089  rides  through 
the  KEYS  project.  More  than  2,400  individuals  have  received 
dental  services.  And  of  the  perinatal  services,  425  pregnant  and 
parenting  women  have  received  case  management  (2,870 
encounters),  181  have  received  nutritional  counseling  (303 
encounters),  and  755  pregnancy  tests  have  been  given. 

Almost  all  of  the  projects  activities  are  expected  to  continue 
after  the  outreach  grant  period.  The  Idaho  Transportation 
Department  has  provided  new  buses  and  funding  for  continued 
transportation  services.  These  state  funds  require  a  50  percent 
local  match,  which  the  city  of  Nampa  has  pledged  to  provide. 
The  project  will  continue  to  work  with  local  human  service 
providers  to  coordinate  services  whenever  possible.   Dental  and 
perinatal  services  will  also  continue  through  a  combination  of 
local,  regional,  and  federal  grant  programs,  reimbursement  for 
services,  and  fund  raising. 


The  health  care  shortage  experienced  in  Douglas  and 
Moultrie  counties  in  Illinois  resembles  in  many  ways 
the  shortages  experienced  in  other  rural  areas.  The 
only  hospital  in  Douglas  County  closed  in  1991. 
Moultrie  County,  adjacent  to  Douglas,  also  has  no  hospital.  Yet 
the  health  care  needs  in  this  area  are  also  specific  to  a  diverse 
group  of  people.  The  area  is  home  to  about  2,000  Amish  resi- 
dents. The  Amish  do  not  own  motorized  vehicles  and  their 
medical  practices  adhere  to  strongly-held  religious  beliefs.  Also, 
about  1,000  Hispanic  workers  migrate  between  Douglas  County 
and  Mexico. 

In  response  to  these  health  care  needs,  the  Carle  Clinic,  a  multi- 
specialty  physician  group  practice,  established  a  rural  health 
clinic  in  the  area.  The  Douglas-Moultrie  Rural  Health  Outreach 
Project  was  designed  to  expand  these  services,  using  outreach 
grant  funds,  in  a  manner  tailored  to  the  needs  of  the  population. 
The  goals  of  the  project  have  been  to  improve  or  establish 
appropriate  health  care  services  and  to  increase  their  delivery  to 
underserved  populations,  to  heighten  awareness  of  available 
services,  and  to  provide  transportation  to  care.  The  project 
has  used  some  innovative  and  effective  methods  to  connect 
patients  with  health  care  providers,  including  computerized 
information  tracking,  in-home  assessments,  and  volunteer  and 
community  involvement. 

Some  of  the  new  services  implemented  through  the  project 
include  a  health  care  coordination  system  that  provides  informa- 
tion, referral,  and  nursing  case  management  services  to  county 
residents  with  unmet  or  complex  medical  needs;  health  bene- 
fits counseling  for  individuals  with  medical  financial  needs; 
health  education  classes  targeted  to  the  Amish  and  Hispanic 
communities;  a  nurse  advisory  telephone  service  that  provides 
nursing  advice  and  referral  services  24-hours  a  day  to  county  res- 
idents; and  a  volunteer-operated  transportation  system  for  those 
without  access  to  private  or  public  transportation  to  health 
care  appointments. 

Since  the  project's  inception,  345  individuals  have  been  assisted 
through  the  information  and  referral  service  and  103  patients 
with  more  complex  needs  have  been  assisted  through  in-home 
case  management  services.  Volunteer  drivers  have  traveled  an 
average  of  10,000  miles  each  month,  transporting  an  average 
of  550  riders. 
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DOUGLAS-  The  Amish  and  Hispanic  communities  have  not  readily  accept- 

MOULTRIE    RURAL  ec'  some  °f tne  new  services  offered  by  the  project,  and  the  time 

upAiTu    OUTREACH  anc*  Persona'  interaction  required  to  overcome  these  cultural 

barriers  have  been  greater  than  expected.   However,  as  families 
have  been  helped  by  the  health  care  coordination  and  volunteer 
transportation  services,  the  requests  for  services  and  education 
programs  have  increased  in  both  communities. 

The  project's  management  is  attempting  to  coordinate  the  con- 
tinuation of  project  services  with  area  health  care  providers  and 
social  service  providers. 


The  Southeast  Area  Rural  &  Child  Health  (SEARCH) 
outreach  project  provides  health  promotion  and 
disease  prevention  services  to  migrant  and  seasonal 
farmworkers  and  their  families  residing  in  Tangipahoa 
and  Livingston  parishes  of  Louisiana,  just  east  of  Baton  Rouge. 
The  program  is  specifically  designed  to  address  the  three  most 
significant  barriers  to  receiving  health  care  for  this  population: 
language  and  cultural  differences,  geographic  isolation,  and  lack 
of  health  education. 

Under  this  grant,  a  mobile  unit  staffed  by  bilingual  and  cultural- 
ly sensitive  health  care  professionals  takes  health  promotion  and 
disease  prevention  services  to  the  farmworkers.  The  mobile 
unit  also  provides  immunizations,  tuberculosis  screenings,  and 
basic  primary  care  when  the  need  arises.  In  addition,  the  project 
has  also  purchased  a  15-passenger  van  to  transport  farmworkers 
to  health  care  facilities,  where  a  specific  time  each  week  has 
been  set  aside  by  the  health  professionals  to  see  them.  As  of 
May  1996,  the  project  has  provided  clinical  and  educational  ser- 
vices to  1,246  individuals,  resulting  in  noticeable  improvements 
in  the  overall  health  status  of  these  workers. 

When  this  project  was  in  its  planning  stages,  project  staff  held 
meetings  with  government  leaders,  farm  owners,  and  crew 
chiefs  to  generate  support  for  the  project.  Through  these 
meetings,  these  critical  "players"  in  the  local  system  became 
convinced  that  adequate  health  care  for  farmworkers  would 
benefit  them  individually  and  communally.  They  also  gave  the 
project  a  mandate:  Don't  offer  something  beneficial  for  a  short 
period  of  time  and  then  pull  out  leaving  things  worse  than 
before;  the  results  must  be  long-lasting.  Consequently,  project 
staff  decided  to  make  education  the  cornerstone  of  their 
endeavors. 

Every  contact  with  this  population  is  treated  as  an  educational 
opportunity.  Topics  addressed  include  prenatal  care;  alcohol, 
tobacco  and  other  drug  use;  tuberculosis;  HIV/AIDS;  sexually 
transmitted  diseases;  and  injury  prevention.  The  project  focuses 
not  only  on  disease  prevention  and  health  promotion  messages, 
but  on  training  the  migrant  population  to  use  the  local  health 
care  system.  The  project  is  currently  training  a  core  group  of 
farmworkers  to  teach  new  members  of  the  community  how  to 
obtain  medical  care  and  prevent  the  onset  of  disease.  This  lay 
outreach  effort  will  benefit  both  the  target  population  and  the 
health  care  system  by  addressing  medically-related  problems 
before  they  become  medical  emergencies. 
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SOUTHEAST  AREA  The  community  at  large  has  also  learned  through  this  project 

RURAL   &   CHILD  that  a  healthy  farm  labor  force  strengthens  the  entire  region,  not 

ucaitu    (SEARCH)  Just  m  'mProved  health  status,  but  in  economic  terms  as  well. 

As  just  one  example,  Dr.  T.R.  Brustowicz  (OB/GYN)  estimates 
that  SEARCH'S  early  intervention  and  prenatal  care  for 
pregnant  migrant  farmworkers  in  the  region  has  resulted  in  a 
savings  to  Medicaid  of  $1,650,000. 

The  Area  Health  Education  Center  of  Southeast  Louisiana 
(AHEC-SEL)  serves  as  the  consortium's  lead  agency.   In 
addition  to  administrative  oversight,  it  provides  the  project's 
staff  and  their  housing.  Other  consortium  members  include  the 
Tangipahoa  Public  Health  Unit  and  the  Lallie  Kemp  Medical 
Center  (a  state  charity  hospital),  which  have  provided  the 
majority  of  direct  clinical  care  to  the  project's  clients. 
Motivation,  Education  &  Training,  a  non-profit  group,  and 
Migrant  Education,  a  school-related  agency,  have  provided 
referrals  and  consultation.  The  Easter  Seals  Society  of 
Louisiana,  the  final  consortium  member,  has  developed  an 
injury  prevention  program  targeted  specifically  for  farmworkers. 

Other  noteworthy  activities  of  the  project  include  a  health 
education  program  targeting  the  children  of  migrant  workers 
residing  in  the  region.   It  was  implemented  during  the  first 
summer  of  the  grant  period  with  the  help  of  a  bilingual  student 
from  Princeton  University.  The  American  Journal  of  Public 
Health  published  a  review  of  this  program  in  its  "Notes  from 
the  Field"  section  in  its  April,  1996  issue.  The  project  also 
engaged  a  student  enrolled  in  Tulane  University's  School  of 
Public  Health  &  Tropical  Medicine  to  conduct  a  parish-by- 
parish  estimate  of  the  migrant  farmworker  population.  The 
work  is  the  first  formal  study  of  this  population  to  be  conducted 
in  the  state. 

A  demonstration  grant  from  the  Louisiana  Department  of 
Health  &  Hospitals  will  support  SEARCH'S  clinical  services 
after  this  outreach  grant  expires.   In  addition,  the  lay  educators 
trained  through  this  project  will  continue  assisting  the  farm- 
workers in  accessing  the  health  care  system.   Finally,  outreach 
efforts  concerning  HIV/AIDS  prevention  will  continue  in  the 
region  through  a  grant  from  the  State  Office  of  Pubic  Health. 
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Residents  of  New  Mexico's  northern  Rio  Arriba  coun- 
ty have  faced  numerous  barriers  to  obtaining  health 
care,  including  an  isolation  that  is  both  physical  and 
psychological.  The  region  lies  just  south  of  the 
Colorado  border,  75  miles  from  the  nearest  hospital  and  20  miles 
to  the  nearest  other  health  care  facility.  Unemployment  is  at  20 
percent,  and  25  percent  of  the  families  live  below  the  poverty 
level.  Many  of  the  homes  in  the  area  lack  running  water  and 
plumbing.  Of  the  fourteen  villages  scattered  across  this  rugged, 
mountainous  terrain,  only  one  is  incorporated  and  has  a  popula- 
tion over  1,000.  The  region's  residents  are  predominantly 
Hispanic  (73  percent),  with  some  Native  Americans  (15  percent) 
and  whites  (12  percent). 

With  its  outreach  grant  funds,  La  Clinica  del  Pueblo  de  Rio 
Arriba,  a  local  community  based  primary  care  provider,  has 
developed  a  community  outreach  program  called  Weaving  the 
Safety  Net.  Like  its  title,  the  project's  mission  is  broad  in  scope. 
It  includes  the  development  and  enhancement  of  mental  health 
programs;  the  provision  of  health  education  and  promotion;  the 
expansion  of  social  services  programs;  and  the  support  and  care 
of  the  caregivers  (in  the  form  of  professional  development  and 
stress  management  activities). 

The  project's  20-member  consortium  consists  of  a  wide  array  of 
health,  educational,  and  other  social  service  organizations. 
The  consortium  meets  monthly  to  plan  joint  activities  with 
Weaving  the  Safety  Net  and  to  coordinate  the  provision  of 
services  in  the  area. 

Among  the  project's  greatest  successes  has  been  the  establish- 
ment of  a  Teen  Wellness  Center  at  the  local  high  school,  where 
a  social  worker  and  health  educator  have  spent  many  hours  pro- 
viding counseling  and  education  to  adolescents.  The  Wellness 
Center  is  the  result  of  a  close  collaboration  among  the  project 
staff,  the  Chama  Valley  Independent  Schools,  and  the  Los  Ojos 
Public  Health  Office,  both  consortium  members.  Other  highly 
successful  endeavors  include  health  education  and  promotion 
activities  for  elderly  residents  and  the  formation  of  a  community 
crisis  intervention  team. 

One  of  the  greatest  obstacles  the  project  has  encountered  has 
been  a  pervading  sense  of  psychological  isolation  among  com- 
munities. The  villages  are  sufficiently  different  from  each  other, 
and  a  psychological  barrier  persists  that  isolates  each  community 
and  hinders  participation  in  the  area-wide  activities  sponsored 
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WEAVING   THE  by  the  project.  More  time  and  resources  are  required  to  over- 

SAFETY   NET  come  this  obstacle.  Other  barriers  have  been  consistent  with 

COMMUNITY  those  experienced  in  many  rural  areas:  lack  of  transportation 

OIITPFAfH  anc*  PubHcity,  difficulty  in  recruiting  and  retaining  staff,  and  the 

stigma  attached  to  those  who  seek  mental  health  services. 

Most  of  the  project's  current  activities  are  expected  to  continue 
at  some  level  after  the  grant,  with  the  greatest  emphasis  placed 
on  expanding  the  mental  health  component  and  community  cri- 
sis intervention  team.  The  project  expects  some  funding  from 
third-party  reimbursements  and  a  sliding  fee  payment  schedule 
for  its  mental  health  services.   It  also  will  solicit  funds  from  state 
sources  and  private  foundations. 
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The  lay  outreach  workers  who  drive  women  and 
children  to  their  prenatal  and  pediatric  appointments 
under  this  grant  do  much  more  than  provide  trans- 
portation. These  women,  hired  for  their  life  experi- 
ences and  ability  to  relate  to  the  clients,  serve  as  mentors,  role 
models,  and  providers  of  education.  They  are  specially  trained 
to  assess  their  clients'  needs  and  make  referrals  to  other  health 
and  social  service  agencies.  Most  of  the  clients  served  by  this 
program  are  Medicaid  eligible  and  live  in  poverty. 

The  Perinatal  Pediatric  Outreach  Project,  initiated  by  the 
Watauga  Medical  Center  of  Boone,  North  Carolina,  is  designed 
to  address  the  maternal  and  health  needs  of  four  North  Carolina 
counties  (Avery,  Alleghany,  Ashe,  and  Watauga)  and  neighboring 
Johnson  County  in  Tennessee.  Before  the  project  began,  rates 
of  infant  mortality  and  low  birthweight  in  this  rural,  mountain- 
ous region  were  consistently  higher  than  the  national  average 
due  to  limited  access  to  prenatal  care  and  education.  The 
immunization  rate  for  children  under  the  age  of  four  was  63 
percent.  Obstetric  services  were  as  distant  as  90  minutes,  and 
travel  was  difficult  due  to  limited  public  transportation,  poor 
road  conditions,  severe  weather,  limited  incomes,  lack  of 
vehicles,  and  excessive  distances  to  physicians'  offices. 

At  the  heart  of  this  program's  success  are  its  outreach  workers. 
These  women  work  only  in  their  assigned  county,  building  trust 
and  establishing  relationships  between  themselves  and  their 
clientele.  The  result  has  been  a  clientele  that  has  a  long-term 
involvement  with  the  health  care  system,  receives  consistent 
prenatal  care,  has  experienced  increased  immunization  rates, 
and  attends  family  planning  appointments  as  a  matter  of  routine. 
As  of  May,  1996,  the  project  has  served  859  women  and  children 
with  over  10,000  transports.  Immunizations  rates  have  climbed 
to  97  percent  for  the  children  served  in  the  program — historical- 
ly the  most  underserved  children  in  the  region.  Obstetric 
services  and  childbirth  and  parenting  classes,  originally  offered 
only  in  Watauga  County,  are  now  offered  in  four  out  of  the  five 
participating  counties. 

The  grant  was  originally  written  to  cover  three  lay  outreach 
workers  providing  transportation  to  medical  appointments.  It 
soon  became  apparent,  however,  that  the  pregnant  women  and 
their  children  also  needed  other  types  of  support  services.  To 
address  these  needs,  the  project  raised  additional  funding  from 
charities  and  private  foundations,  enabling  it  to  purchase  an 
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P  E  R  I  N  ATA  L  additional  van  and  hire  a  fourth  outreach  worker  who  is  bilingual 

PEDIATRIC  in  English  and  Spanish.   It  also  expanded  its  referral  and 

DIITRFAfH  transportation  services  to  include  1)  childbirth  and  parenting 

education  classes,  2)  sick  child  appointments  and  immuniza- 
tions, 3)  support  services  such  as  dental  care,  housing,  food 
stamps,  and  YVIC,  and  4)  developmental  evaluations,  speech 
therapy,  mental  health,  and  counseling  services. 

Although  less  than  1  percent  of  the  population  in  this  region  is 
Hispanic,  40  percent  of  the  women  served  by  this  project  come 
from  this  group.  A  majority  of  these  families  are  undocumented 
and  are  therefore  ineligible  to  receive  services  from  many  of  the 
social  service  agencies.  Their  ability  to  find  employment  is  also 
limited.  As  a  result,  outreach  workers  have  spent  a  great  deal 
of  time  assisting  them  to  fulfill  basic  needs  such  as  food  and 
shelter.  None  of  the  social  workers  in  this  region  speaks  Spanish, 
so  the  bilingual  lay  outreach  worker  provided  transportation  to 
social  service  agencies,  as  well  as  translation  during  these 
appointments.   In  addition,  Hispanic  women  in  this  region 
often  find  themselves  isolated  with  no  social  outlets.  A 
Hispanic  women's  support  group  was  developed  that  meets 
biweekly  to  provide  education  and  socializing  for  these  women. 

Watauga  Medical  Center,  the  consortium's  lead  organization, 
manages  and  supervises  the  program  and  employs  the  lay  out- 
reach workers.  The  Appalachian  Health  District  (serving  Avery, 
Alleghany,  Ashe,  and  Watauga  Counties)  provides  financial  support. 
WAMV  Community  Action.  Inc.,  a  community  services  organiza- 
tion, conducts  the  evaluation  component  of  the  project.  Ashe 
Memorial  Hospital  completes  the  four-member  consortium, 
although  the  county  hospitals  and  health  departments  in  each 
of  the  five  counties  support  the  project  and  participated  in  its 
inception. 

The  consortium  will  discontinue  providing  transportation 
services  on  a  regional  basis  after  the  outreach  grant  expires. 
Project  staff  decided,  instead,  to  develop  individual  programs 
adapted  to  the  specific  needs  of  each  county.  The  consortium 
has  worked  with  the  counties  in  developing  these  new 
programs. 

The  consortium  feels  that  a  program  such  as  this  could  be  easily 
replicated  in  other  rural  areas,  provided  that  the  community  is 
committed  for  the  long  term.  A  region  in  southwestern  North 
Carolina  has  already  implemented  a  similar  program. 
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This  outreach  project  was  designed  to  improve  access 
to  health  care  and  increase  the  level  of  direct  services 
to  migrant  and  seasonal  farmworkers  in  a  three-county 
area  in  southeastern  North  Carolina.  The  counties  of 
Sampson,  Johnston,  and  Harnett  have  the  largest  concentration 
of  migrant  and  seasonal  farmworkers  on  the  east  coast  north  of 
Florida,  and  one  of  the  largest  concentrations  in  the  United 
States.  Approximately  27,000  migrant  and  seasonal  farmworkers 
labor  annually  in  the  vine  crop,  tobacco,  and  sweet  potato  fields 
of  the  region.  Very  few  receive  health  care  due  to  a  combination 
of  poverty,  limited  knowledge  of  and  access  to  available  health 
care  facilities,  isolated  living  environments,  and  linguistic  and 
cultural  differences  with  the  general  population.  Less  than  20 
percent  of  migrant  farmworkers  and  their  dependents  receive 
care  at  a  federally-funded  migrant  health  center  annually. 

A  consortium  of  public  and  private  health  care  agencies  has  pro- 
vided primary  care  services,  transportation,  education,  and  den- 
tal services  to  this  highly  underserved  group.  The  consortium 
sought  input  from  farmworkers  in  focus  groups  so  that  services 
would  be  most  effectively  coordinated  and  delivered.  About  80 
percent  of  the  targeted  farmworkers  are  Hispanic,  18  percent 
African  American,  and  two  percent  Haitian.  Ninety  percent  are 
males  between  18  and  35  years  of  age. 

The  most  innovative  and  successful  aspect  of  the  project  has 
been  the  delivery  of  off-site  dental  services.  An  operatory  was 
easily  disassembled,  placed  in  the  back  of  a  regular  passenger 
van,  and  transported  to  farmworker  camps,  schools,  churches, 
Migrant  Head  Start  locales,  and  other  settings  where  a  sanitary 
room  with  running  water  and  electricity  could  be  provided. 
Whenever  possible,  the  service  was  offered  on  a  regular  monthly 
schedule  during  the  farmworker  season,  with  evening  and  week- 
end appointments  available.  As  of  May  1994,  the  project  has 
provided  dental  services  to  874  children  and  1,100  adults. 
Services  include  oral  exams,  fluoride  treatments,  oral  hygiene 
instruction,  topical  fluoride  treatments,  oral  surgical  procedures, 
and  operative  dental  procedures. 

Because  overhead  costs  were  kept  at  a  minimum,  the  project 
was  able  to  provide  quality  dental  services  for  $12.83  per  proce- 
dure as  opposed  to  the  Medicaid  rate  of  $21  per  procedure.  The 
cost-effectiveness  and  flexibility  in  adapting  to  client  needs  has 
won  support  from  the  North  Carolina  Migrant  Health  Program, 
the  North  Carolina  Office  of  Rural  Health,  as  well  as  from  sever- 
al community-based  organizations. 
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RURAL   HEALTH  The  project  has  also  established  a  system  that  transports  farm- 

OUTREACH  workers  from  migrant  camps  to  the  Tri-County  Community 

DEMONSTRATION  Health  Center,  the  region's  federally-funded  migrant  health 

center.  Nearly  3,500  migrant  and  seasonal  farmworkers  have 
used  the  service.  Not  only  has  the  transportation  system 
improved  access  to  care,  it  also  has  improved  the  functioning  of 
the  community  health  center  by  cutting  the  missed  appoint- 
ment rate  nearly  in  half  from  1991  to  1993.  The  project  has  also 
used  the  transportation  system  to  transport  health  care  providers 
to  the  migrant  camps  to  conduct  health  assessments  (nearly 
2,500  screenings  have  been  conducted  since  1992),  and  to  trans- 
port farmworkers  referred  by  the  screening  teams  to  the  health 
center  for  needed  primary  care  services. 

Education  has  been  a  primary  focus  of  the  project.   Fifty-eight 
farmworkers  have  been  trained  as  lay  leaders  in  subjects  includ- 
ing pesticide  protection,  diabetes,  HIY/STD  prevention,  and 
tuberculosis  prevention.   In  addition,  2,737  farmworkers  have 
participated  in  health  education  sessions  both  in  the  community 
health  center  waiting  area  and  in  migrant  camp  settings.   Finally, 
project  staff  have  precepted  nine  medical,  public  health,  and 
other  interns. 

The  Migrant  Benevolent  Association,  a  non-profit  service  orga- 
nization, serves  as  the  project's  lead  agency.  The  Tri-County 
Community  Health  Center  provides  office  space,  primary  care 
services,  and  support  for  the  dental  program.  The  consortium  is 
completed  by  the  county  health  departments  in  Johnston  and 
Sampson  counties,  which  provide  referrals,  and  the  Johnston 
County  Rural  Health  Research  Center,  which  assists  with  farm- 
worker focus  groups  and  program  evaluation. 

The  project  has  encountered  two  significant  obstacles:  difficul- 
ties in  motivating  some  consortium  members  to  participate,  and 
problems  overcoming  differing  philosophies  and  procedures 
among  member  organizations.  The  Community  Health  Center, 
the  Johnston  County  Health  Department,  and  the  Migrant 
Benevolent  Association  have  worked  together  effectively  in 
developing  and  providing  services.  Vet  the  inactivity  of  the 
other  members,  as  well  as  differing  philosophies,  policies,  and 
procedures  among  these  groups,  has  hindered  the  delivery  of  a 
coordinated  set  of  services.  These  difficulties  have  escalated 
throughout  the  course  of  the  project.  It  is  unlikely  the  full  con- 
sortium will  work  together  after  the  outreach  grant  expires, 
although  various  members  will  continue  to  collaborate. 
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Despite  these  difficulties,  it  is  anticipated  that  all  project  activi-  RURAL   HEALTH 

ties  will  continue  after  the  outreach  grant  expires.  The  dental  OUTREACH 

program  has  received  funding  from  the  North  Carolina  State  DFMOMSTRATION 

Migrant  Health  Program.  The  program  is  expected  to  become 
self-supporting  in  the  future  and  will  probably  expand  beyond 
the  three-county  area.  All  other  activities,  including  the  trans- 
portation component,  health  education,  focus  groups,  and  train- 
ing of  lay  leaders  will  be  integrated  into  ongoing  programs  of  the 
Tri-County  Community  Health  Center  Community  Services 
Department  and  the  Migrant  Benevolent  Association. 


La  Familia  Sana  (The  Healthy  Family)  project  was 
designed  to  protect  and  improve  the  physical  and 
mental  health  of  Hispanic  migrant  and  seasonal  farm- 
workers and  their  families  throughout  a  seven-county 
area  of  Oregon,  Washington,  and  Idaho.  Through  the  outreach 
grant,  three  migrant  and  community  health  centers  provide  ser- 
vices that  specifically  address  mental  illness  (especially  depres- 
sion and  anxiety  among  Hispanic  women  and  youth);  child 
abuse  and  neglect;  domestic  violence;  and  diabetes. 

At  the  core  of  this  project  is  a  dedicated  group  of  lay  health  pro- 
moters who  provide  health  education  and  health-related  services 
in  their  communities.  Because  lay  health  promoters  are  commu- 
nity members,  they  more  readily  develop  trust  with  their  friends 
and  neighbors  and  encourage  more  openness  about  health  prob- 
lems and  concerns.  They  can  also  share  needed  health  informa- 
tion in  ways  that  will  be  more  easily  understood. 

The  project's  lead  agency,  La  Clinica  del Carino  Family  Health 
Care  Center  in  Hood  River,  had  already  established  a  lay  health 
promoter  program  before  receiving  the  outreach  grant.  During 
the  first  year  of  the  project,  the  Hood  River  staff  helped  develop 
satellite  programs  at  two  additional  migrant  and  community 
health  centers  in  the  Nyssa  and  Woodburn  communities.  By  the 
third  year,  the  satellite  sites,  now  called  "sister  programs,"  were 
functioning  much  more  independently,  and  lay  health  promoters 
trained  at  these  sites  during  the  first  year  were  training  new  lay 
health  promoters  on  their  own.  Fourteen  lay  health  promoters 
have  received  training  through  the  outreach  project. 

The  use  of  experienced  lay  health  promoters  to  train  new  team 
members  is  one  of  the  most  innovative  aspects  of  this  project. 
The  effectiveness  of  the  model  has  been  demonstrated  in 
developing  countries,  but  La  Familia  Sana  is  one  of  the  first 
American  projects  to  make  use  of  it.  Already,  some  of  the  larger 
and  older  lay  health  worker  programs  have  sent  staff  to  Hood 
River  to  study  the  program.  The  project's  use  of  lay  mental 
health  promoters  is  also  innovative.  Lay  mental  health 
promoters  have  visited  484  clients  in  their  homes  during  the 
grant  period. 

Other  services  offered  through  the  grant  include  health  educa- 
tion classes  on  parenting  skills,  nutrition,  diabetes,  domestic 
violence,  and  other  topics;  social  support  groups;  health  screen- 
ings; and  cultural  competence  workshops  for  health  and  social 
service  professionals. 
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LA  FAMILIA  SANA 
La  Clinica  del  Carino 
Family  Health  Care  Center 
Hood  River,  Oregon 

Contact  Person: 

Noel  Wiggins 

Program  Director 

La  Clinica  del  Carino 

Family  Health  Care  Center 

PO  Box  1217 

Hood  River,  OR  97031 

(503)  386-4880 
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LA   FAMILIA   SANA  In  addition  to  the  three  migrant  and  community  health  centers, 

the  project's  coalition  includes  four  local  agencies:   the 
Children's  Services  Division,  the  Center  for  Living,  a  communi- 
ty mental  health  center;  the  Hood  River  Health  Department; 
and  The  Next  Door,  Inc.,  a  private  social  service  agency. 

Perhaps  the  greatest  problem  encountered  by  the  project  has 
been  a  lack  of  consensus  among  the  three  project  sites. 
Disagreements  have  centered  around  the  basic  role  of  lay  health 
promoters,  the  responsibilities  of  regional  directors  and  the 
project  coordinator,  and  the  financial  management  of  the  pro- 
gram. This  lack  of  understanding  caused  significant  problems 
during  the  first  two  years,  sapping  energy  that  otherwise  could 
have  been  expended  on  project  activities.  The  agencies  have 
made  efforts  to  develop  a  common  understanding,  but  they  have 
not  completely  repaired  the  loss  of  trust  among  them. 

Distance  among  the  three  partners  has  also  made  it  difficult  for 
the  program  to  function  as  a  true  coalition.  The  Nyssa  site  is  six 
hours  from  the  Hood  River  home  base,  a  trip  that  is  almost 
impossible  in  the  winter  during  heavy  snows.  The  project 
recommends  that  other  rural  outreach  projects  avoid  forming 
coalitions  among  sites  that  are  too  far  apart  geographically. 

As  was  originally  envisioned,  the  satellite  programs  of  La 
Familia  Sana  have  become  capable  of  functioning  independently. 
Thus,  the  formal  relationship  among  the  programs  will  discon- 
tinue with  the  end  of  the  outreach  grant.  All  three  plan  to 
continue  and  expand  their  activities  with  funding  from  grants 
and  contracts.  The  Hood  River  project  has  developed  two 
contracts  with  the  Oregon  Health  Sciences  University.  One  is 
to  provide  cultural  competence  workshops  to  medical  and 
nursing  students;  the  other  is  to  train  50  community  health 
workers  in  the  Portland  and  Northern  Willamette  Valley  areas. 
The  county  health  department  and  the  Dalles  Migrant 
Education  Program  will  continue  to  reimburse  the  program  for 
its  health  education  classes.  The  two  clinics,  opened  within  90 
days  after  receiving  notice  of  the  grant  award,  serve  a  target 
population  of  12,000  medical  unserved  users  in  the  two  counties. 
Each  clinic  is  an  independent,  not-for-profit  entity  governed  by 
a  volunteer  board  of  community  leaders. 


This  outreach  project  has  sought  to  develop  a  commu- 
nity-based network,  for  the  provision  of  health  promo- 
tion, prevention,  and  health  care  services  to  migrant 
and  seasonal  farmworkers  working  and  residing  in 
Willamette  Valley,  Oregon.  The  three-county  area  immediately 
east  of  Portland  is  largely  agricultural  and  attracts  more  than 
18,000  migrant  workers  from  Mexico,  Guatemala,  and  El 
Salvador  each  year.  In  addition  to  the  migrant  population,  over 
60  percent  of  the  workers  are  former  migrants  who  have  estab- 
lished full-time  residence  in  the  community.  Three-quarters  of 
the  workers  are  male,  half  are  married,  and  the  mean  education- 
al level  is  5.7  years  of  schooling. 

Some  of  the  project's  services  include  direct  primary  medical 
and  dental  health  care  services  provided  by  consortium  mem- 
bers, referrals,  and  education  regarding  existing  resources.  Two 
bilingual  and  bicultural  community  health  promoters  provide 
outreach,  health  education,  and  health  promotion  services. 
Staff  members  also  provide  some  transportation  to  clinics  and 
health  centers. 

The  fundamental  philosophy  of  the  program  is  that  access  to 
health  care  requires  more  than  just  the  presence  of  resources. 
It  also  requires  that  those  in  need  can  access  these  services,  are 
willing  to  take  appropriate  action,  and  possess  the  sophistication 
to  successfully  interact  with  care  providers.  The  program,  there- 
fore, strives  to  encourage  migrant  and  seasonal  farmworkers  to 
assess  their  own  health  care  needs,  adopt  healthful  behaviors, 
and  take  action  to  gain  access  to  community  resources. 

The  project  also  includes  an  intensive  evaluation  component 
that  examines  community  perceptions  of  needs  and  barriers, 
clients'  needs  and  health  practices,  and  use  of  primary  health 
and  dental  health  care  services.  Evaluation  results  to  date  show 
high  levels  of  need  for  health  care  services  within  this  popula- 
tion. They  also  reveal  that  the  project's  community-based 
approach  is  an  effective  way  to  meet  these  needs. 

As  of  May  1994,  the  project  had  provided  direct  services  to  450 
migrant  and  seasonal  farmworkers.  Two  hundred  twenty-four 
had  received  primary  health  care,  78  had  received  dental  care, 
and  186  had  received  family  planning  and  prenatal  care.  The 
community  health  promoters  had  given  63  educational  presenta- 
tions and  seven  performances  of  socio-drama  at  migrant  camps. 
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RURAL   HEALTH  The  director  of  the  Columbia  County  Health  District  is  the  pro- 

OUTREACH  ject's  director.  The  13-member  consortium  is  comprised  of  pub- 

H  E  A  LT  H  ''c  health  departments,  migrant  and  community  health  centers, 

PPHMOTinM  'oca'  hospitals,  a  regional  tertiary-  hospital,  the  Oregon  State 

Health  Division,  the  State  Office  of  Rural  Health,  and  four  uni- 
N  t    W  \J  K  n  versifies  and  colleges. 

Both  the  consortium  and  the  provision  of  primary  health  and 
dental  health  services  will  continue  after  the  outreach  grant 
expires.  The  level  of  services  will  diminish,  however,  because 
third-party  reimbursement  is  limited  for  primary  care  and  dental 
services,  and  for  services  to  migrant  and  seasonal  farmworkers. 
With  the  exception  of  outreach,  the  community  health  promot- 
ers will  continue  their  activities  at  the  same  level  of  intensity  as 
under  the  grant.   Future  outreach  activities  will  be  conducted  by 
the  existing  staff  at  the  health  departments  and  clinics. 


A    consortium  of  county  public  health  departments 
and  primary  health  care  clinics  in  southern 
Oregon  has  applied  its  outreach  grant  to  form  two 
new  primary  health  care  clinics  for  the  area's  low- 
income,  working  poor,  and  uninsured  residents.  Before  this  pro- 
ject began,  only  one-third  of  the  population  in  Josephine 
County,  and  none  of  the  residents  of  Douglas  County,  were 
receiving  primary  health  care  on  a  sliding  fee  schedule. 

The  two  clinics,  opened  within  90  days  after  receiving  notice  of 
the  grant  award,  serve  a  target  population  of  12,000  medical 
unserved  users  in  the  two  counties.  Each  clinic  is  an  indepen- 
dent, not-for-profit  entity  governed  by  a  volunteer  board  of  com- 
munity leaders. 

As  of  May  1994,  the  two  clinics  had  provided  primary  care 
services  to  13,166  individuals,  totalling  30,690  medical 
encounters.  The  clinics  also  had  provided  free  laboratory  proce- 
dures (11,685),  free  radiologic  procedures  (833),  and  free 
prescription  medications  (5,185). 

The  original  project  design  called  for  family  nurse  practitioners 
to  staff  both  clinics.  One  clinic  had  no  difficulty  recruiting  a 
bilingual  family  nurse  practitioner,  but  the  other  clinic  could 
find  only  one  pediatric  nurse  practitioner  who  was  available  one 
day  per  week.  The  project  ultimately  revised  its  clinic  model 
and  hired  a  full-time  physician.  Some  of  the  project's  planners, 
however,  still  believe  that  the  current  physician  model  is  not  as 
cost-effective  as  the  nurse  practitioner  model  could  have  been. 

The  project's  consortium,  the  Health  Care  Coalition  of  Southern 
Oregon,  consists  of  the  public  health  departments  from  Jackson, 
Josephine,  and  Douglas  counties;  La  Clinica  del  Valle,  a  migrant 
and  seasonal  farmworker  clinic;  the  federally-funded  Siskiyou 
Community  Health  Center;  and  the  private,  nonprofit 
Community  Health  Center.  Aside  from  this  outreach  project, 
consortium  members  are  collaborating  on  six  other  projects, 
including  plans  to  establish  several  primary  health  care  clinics  in 
other  medically  underserved  communities. 

The  consortium  plans  to  keep  both  clinics  operating  after  the 
outreach  grant  expires.  Sufficient  funding  is  expected  from  slid- 
ing-fee-scheduled  patient  payments,  Medicaid,  Medicare,  the 
Oregon  Health  Plan,  fund  raising,  and  foundation  grants. 
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Contact  Persons: 

Kathy  R.  Ingram,  PhD 

Grants  Administrator 

Margaret  M.  Crowley, 

MPH,  RN 

President 

Health  Care  Coalition  of 

Southern  Oregon,  Inc. 

c/o  711  East  Main  Street 

Suite  14 

Medford,  OR  97504 

(503)  779-0555 

(503)779-7047  [Fax] 


This  outreach  grant  project  was  designed  to  address  a 
serious  lack  of  health  care  services  in  and  around 
Presidio,  Texas.  This  border  community,  populated 
predominantly  by  farm  and  migrant  workers,  has  an 
unemployment  rate  of  36  percent  and  a  poverty  rate  of  58  per- 
cent. Before  the  outreach  grant,  there  was  only  one  health  care 
provider,  a  nurse  practitioner,  who  served  4,500  people.  The 
town  is  extremely  isolated  from  the  rest  of  the  United  States, 
both  geographically  and  culturally.  Mountains  surround  the 
community  on  both  the  Texas  and  Mexico  perimeters,  and 
many  residents  lack  transportation.  The  regional  hospital  is 
located  87  miles  away  in  Alpine.  Over  the  years,  most  patients 
brought  to  the  hospital  from  Presidio  arrived  at  the  end  stages  of 
illness,  often  when  their  care  required  complicated  and  expen- 
sive measures. 

The  project,  initiated  by  the  Big  Bend  Regional  Medical  Center 
in  Alpine,  involved  a  handful  of  major  activities.  First,  it  estab- 
lished a  rural  health  clinic  in  Presidio  and  recruited  a  physician's 
assistant  (PA)  and  registered  nurse  to  staff  the  clinic.  It  installed 
and  implemented  an  advanced  "telemedicine"  system,  which 
connected  the  rural  health  clinic  staff  with  distant  health  care 
practitioners  through  the  use  of  interactive,  2-way  video.  It 
brought  satellite-based,  accredited  continuing  medical  educa- 
tion programming  to  the  local  health  care  providers  in  Presidio. 
Finally,  it  improved  the  non-emergency  medical  transportation 
services  in  the  community  using  volunteers  and  family  members 
as  drivers. 

Big  Bend  Regional  Medical  Center,  a  bi-county  hospital  district, 
directs  the  project.  Other  consortium  members  include  the 
Texas  Department  of  Health;  Big  Bend  Community  Action, 
a  tri-county  agency;  Sul  Ross  State  University,  a  local  state 
university;  and  the  Texas  Department  of  Human  Services/ 
Transportation  Division. 

The  telemedicine  component  of  the  project  was  realized 
through  arrangements  with  the  Texas  Tech  University  Health 
Sciences  Center  HealthNet.  A  dedicated  telephone  line,  called 
a  Tl  line,  was  installed  to  connect  the  rural  health  clinic  staff 
with  family  physicians  in  Alpine  and  specialists  in  Lubbock. 
Arrangements  were  also  made  to  share  the  line  with  Texas  Tech 
University,  the  Texas  Department  of  Health,  and  Sul  Ross  State 
University. 
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BRINGING 
U.S.PHS  GOALS 
TO  PRESIDIO, 
TEXAS 
BY  2000 
Big  Bend  Regional 
Medical  Center, 
Alpine,  TX 

Contact  Person: 

JoAnn  Lister,  R.N.,  B.S.N., 

Project  Director 

Big  Bend  Regional 

Medical  Center 

801  E.  Brown  Street 

Alpine,  TX  79830 

(915)837-3447 


PROJECT 


20 


BY   2000 


BRINGING  Despite  the  telemedicine  system's  promise  in  solving  an  acute 

U    S    PHS   GOALS  problem,  numerous  factors  have  prevented  it  from  being  fully 

TO    PRESIDIO  used  and  therefore  from  being  cost-effective.  The  Tl  line  costs 

T  p  y  .  _  $21 ,000  per  year,  and  during  the  year-and-a-half  since  its  imple- 

mentation, only  36  patients  in  Presidio  have  received  telemedi- 
cine consultations.  Staff  cite  the  time  consumed  by  paperwork 
and  the  need  to  arrange  the  schedules  of  patients  and  specialists 
for  the  consultation  as  reasons  for  the  low  use  of  the  system.   In 
addition,  the  PA  has  found  that  telephone  consultations  with  a 
family  practitioner  are  usually  sufficient,  making  2-way  visual 
consultation  unnecessary.  She  still  sees  visual  consultation  with 
specialists  as  valuable,  however.   Furthermore,  there  is  no  x-ray 
machine  in  Presidio,  so  there  is  no  use  for  the  system's  x-ray 
transmitting  capabilities.   Finally,  technical  problems,  due  large- 
ly to  a  lack  of  local  expertise,  plagued  the  system  during  the  first 
year,  discouraging  use  of  the  system.  Subsequent  training  of 
local  technicians  has  reduced  these  technical  difficulties. 

Although  the  Tl  line  has  not  been  cost-effective,  the  PA  and 
nurse  practitioner  in  Presidio  and  the  family  practitioner  in 
Alpine  are  in  favor  of  maintaining  it  because  they  see  its  value 
and  expect  the  volume  of  use  to  increase  as  Presidio  grows.  The 
Tl  line  has  potential  applications  in  medicine,  education,  and 
employment  opportunities  that  could  significantly  improve  the 
health  and  economic  base  of  the  community. 

Evaluation  of  the  project  as  a  whole  has  shown  that  its  multifac- 
eted  nature,  although  well  intended  and  certainly  beneficial  to 
the  community,  has  been  overwhelming  to  clinic  staff.  The  clin- 
ic's PA  is  expected  to  see  patients,  manage  the  clinic,  and  partic- 
ipate in  its  many  programs.  This  person  is  also  the  highest 
trained  health  worker  in  Presidio,  causing  her  to  be  on  call  at  all 
times.  These  demands  would  be  burdensome  for  almost  any- 
one, and  they  have  been  especially  difficult  for  this  PA,  who  is 
approaching  60  years  of  age  and  is  in  poor  health. 

The  problems  of  professional  isolation  have  not  been  easily 
resolved  either.  Although  the  outreach  project  has  provided  the 
PA  with  continuing  education  and  telemedicine  opportunities, 
she  still  feels  the  need  to  go  to  Alpine  for  peer  support,  fellow- 
ship, and  rejuvenation.  More  funding  needs  to  be  allocated  for 
these  activities  in  the  future,  as  well  as  for  attending  state  med- 
ical conventions. 
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While  the  outreach  project  is  not  expected  to  achieve  total  self-  BRINGING 

sufficiency  in  the  near  future,  most  components  will  continue  \j   5   PHS   GOALS 

through  grants  and  other  subsidies.  The  rural  health  clinic  is  jq   DDCQiniQ 

expected  to  receive  revenues  through  billing  to  cover  more  than  T  _  y  .  _ 

half  of  its  operating  expenses,  with  the  hospital  district  subsidiz- 
ing the  remaining  costs.  The  subsidy  is  justified  since  local  care  K  '    ^^UU 
of  the  patients  early  in  their  illness  is  more  cost-effective  than  is 
complicated  care  in  the  hospital.  Revenue  from  the  transporta- 
tion component  is  expected  to  cover  vehicle  maintenance  and 
fuel,  but  insurance  and  depreciation  will  still  require  subsidies. 
The  project  is  pursuing  other  grants  to  continue  funding  of  the 
Tl  line.  Finally,  the  project  hopes  to  bring  more  health  care 
students  to  the  clinic  on  a  rotating  basis  to  assist  in  caregiving. 


The  only  commodity  more  scarce  than  water  and  trees  in 
Gaines  County,  Texas,  are  physicians  and  other  health 
care  professionals.  At  the  time  this  outreach  project 
began,  only  four  physicians  served  the  14,000  citizens 
in  this  far  West  Texas  county  of  1,500  square  miles,  and  none 
would  accept  children  on  Medicaid.  Furthermore,  despite  using 
a  significant  amount  of  local,  state,  and  federal  tax  dollars,  the 
five-county  rural  public  health  department  had  played  only  a 
limited  role  in  providing  primary  health  care  services  in  the 
region.  Most  county  residents  viewed  the  local  health  district's 
office  solely  as  a  place  to  receive  immunizations. 

With  its  outreach  grant,  the  South  Plains  Public  Health  District 
has  expanded  its  role  as  health  care  provider  considerably  by 
opening  a  certified  rural  health  clinic  in  the  county.  The  clinic, 
located  in  the  health  department's  office  in  the  town  of 
Seminole,  is  staffed  by  a  full-time  family  nurse  practitioner  and 
clinic  nurse  who  provide  care  to  children  and  adults.  A  benefit 
screener/receptionist  rounds  out  the  staff.  Special  emphasis  is 
placed  on  meeting  the  needs  of  low-income  children  and  adoles- 
cents, adults  with  diabetes  and  hypertension,  pregnant  women, 
persons  below  150  percent  of  poverty,  and  the  2,000-member 
Mennonite  colony  living  in  the  county. 

In  addition  to  the  Public  Health  District,  which  oversees  the 
day-to-day  operation  of  the  clinic,  the  project's  consortium  con- 
sists of  Seminole  Memorial  Hospital,  which  provides  laboratory 
and  diagnostic  tests  at  reduced  rates;  the  county  government, 
which  provides  the  facilities,  utilities,  and  janitorial  services;  the 
Texas  Department  of  Health,  which  provides  Primary  Health 
Care  and  Maternal  and  Child  Health  contract  dollars  to  help 
finance  the  clinic  and  ancillary  services  (clinic  supplies,  pharma- 
cy support,  physician  supervision,  and  additional  staff  positions); 
and  the  South  Plains  Community  Action  Association,  which  pre- 
pares all  related  reports  and  grant  proposals  and  provides  payroll 
and  accounting  services. 

During  the  last  two  years  of  the  grant  period,  the  rural  health 
clinic  has  provided  prenatal  care  to  400  pregnant  women  (3,237 
visits),  and  provided  preventive  and  primary  care  to  an  addition- 
al 1,443  children  and  adults  (5,100  visits).  Since  the  grant's 
inception,  the  number  of  emergency  room  visits  has  declined 
significantly,  with  an  average  of  250  visits  per  month  in  March 
and  April,  1994,  compared  to  an  average  of  more  than  700  visits 
in  other  rural  Texas  counties  with  similar  populations.  The  pro- 
ject initiated  immunization  tracking  at  each  of  the  four  local 
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RURAL   HEALTH  Mennonite  parochial  schools,  and  each  year  more  than  400 

OUTREACH  Mennonite  children  have  received  preventative  health  screens. 

DFMONSTRATION  ^°  cases  °^  meas'es  or  other  vaccine-preventable  diseases 

have  been  reported  in  the  Mennonite  community  during  the 
grant  period,  compared  to  50  confirmed  measles  cases  the 
previous  year. 

The  project's  outreach  to  the  Mennonite  colony  has  offered  spe- 
cial challenges  due  to  language  and  cultural  differences.  This 
group  of  Mennonites  originally  migrated  to  West  Texas  from 
central  Mexico  on  special  visas.   Most  of  them  speak  "low" 
German  as  their  primary  language,  and  the  men  also  speak 
Spanish.   English  is  spoken  only  by  some  of  the  men  who  have 
lived  in  the  United  States  for  several  years.  To  overcome  the 
language  barrier,  the  project  hired  two  lay  persons — an  outreach 
aide  and  a  benefits  screener — who  were  fluent  in  both  the  local 
German  dialect  and  English.  Videos  on  immunizations  were 
dubbed  into  German  by  the  outreach  worker  and  shown  at  local 
WIG  and  prenatal  clinics.   In  addition,  the  principal  at  a  local 
Mennonite  parochial  school  translated  some  of  the  immuniza- 
tion and  child  health  literature  into  German  for  the  project.  The 
project  also  solicited  and  received  support  from  the  local 
Mennonite  Bishop  for  the  health  screenings  and  other  health 
services  offered  through  the  grant. 

One  of  the  primary  goals  of  the  project  was  to  generate  adequate 
Medicaid  revenue  so  that  the  project  could  operate  indepen- 
dently after  the  grant  expired.   Each  person  receiving  services 
was  screened  for  potential  Medicaid  eligibility  using  software 
and  computers  supplied  by  the  Texas  Department  of  Health 
Integrated  Eligibility  Program.   Presumptive  Medicaid  eligibili- 
ty for  pregnant  women  was  provided  on  site,  and  emergency 
Medicaid  paperwork  was  completed  on  every  non-U. S.  citizen 
pregnant  woman  before  to  her  delivery.  More  than  4,000 
patients  were  screened  for  Medicaid  eligibility  during  the  grant 
period,  and  many  were  identified  and  referred.  The  screening 
also  revealed,  however,  that  a  large  number  of  uninsured  did  not 
qualify  for  Medicaid. 

Despite  the  clinic's  success  in  generating  Medicaid  revenue 
($102,000  in  FY  1993),  the  changing  health  care  environment 
within  the  county  will  probably  result  in  a  substantial  decrease 
in  revenue  this  coming  year.  The  decrease  is  due  to  the  addi- 
tion of  two  new  physicians  to  the  community  and  their  willing- 
ness to  accept  Medicaid  patients.  Secondly,  the  local  hospital 
plans  to  open  three  additional  rural  health  clinics  in  the  county 
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by  the  end  of  the  year.  Although  the  hospital  administration  has  RURAL   HEALTH 

been  supportive  of  the  project  and  its  work  with  the  poor  and  OUTREACH 

uninsured,  a  feasibility  study  performed  by  the  hospital  suggests  DEMONSTR  AT  I O  N 

that  the  hospital  must  secure  all  available  Medicaid  revenue  to  p  _  _^   _  _  _ 
remain  viable.  Given  these  changes,  it  is  unlikely  that  the  pro- 
ject will  be  self-sufficient  after  the  grant  expires. 

The  future  of  the  project  is  still  under  discussion,  but  it  appears 
that  at  least  some  of  its  services  for  the  uninsured  will  continue. 
All  groups  are  trying  to  find  a  solution  to  maintain  a  cohesive 
service  system  regardless  of  its  location  or  ownership. 


Historically,  the  residents  of  Whatcom  and  Skagit 
Counties  in  northwestern  rural  Washington  have 
faced  numerous  obstacles  in  obtaining  health  care. 
Health  care  professionals  are  in  short  supply,  with 
some  towns  having  only  one  physician  and  no  dentist. 
Displaced  timber  workers,  migrant  and  seasonal  farmworkers, 
homeless  persons,  and  the  unemployed  face  significant  financial 
barriers  that  keep  many  out  of  the  system  until  their  health 
problems  become  critical.  Lack  of  transportation  and  language 
barriers  also  prevent  many  from  obtaining  necessary  care. 

To  address  these  needs,  the  Seattle-based  Sea  Mar  Community 
Health  Centers  created  an  array  of  programs  offering  medical, 
dental,  mental  health,  and  social  services  eligibility  assistance 
throughout  the  two  counties.  The  project's  strengths  have  been 
the  effective  collaboration  and  coordination  of  services  among 
consortium  members.  Sea  Mar  Community  Health  Centers,  the 
project's  lead  agency,  provides  medical,  dental,  and  mental 
health  services.  The  Skagit  County  Health  Department  pro- 
vides well  child  screening,  immunizations,  and,  in  collaboration 
with  Sea  Mar  Community  Health  Centers,  tuberculosis  screen- 
ing and  treatment.  The  Eastside  Medical  Center,  a  private, 
for-profit  medical  center,  offers  well  child  exams  and  health 
screening  and  immunizations  for  school-aged  children.  Finally, 
the  Concrete  Independent  School  District  refers  children  and 
parents  in  need  of  health  physicals,  dental  screening,  and  men- 
tal health  services  to  the  appropriate  programs. 

"Without  the  consortium,  the  chances  of  this  project  succeeding 
would  have  been  very  slim  at  best,"  says  Jesus  Rodriguez,  the 
project  coordinator.  The  inclusion  of  the  public  schools  in  the 
consortium  has  been  particularly  beneficial  to  the  project's 
development  and  networking  abilities.  The  project  has  also 
received  substantial  financial  contributions  and  in-kind  support 
from  the  Washington  State  Dental  Society,  the  Skagit  Substance 
Abuse  coalition,  the  Whatcom  Substance  Abuse  Coalition,  the 
Sea  Mar  Homeless  Program  (in-kind),  and  the  Skagit  Health 
Department  (in-kind). 

As  of  May  1995,  the  project  has  provided  more  than  900  children 
with  health  care  services.  More  than  1,000  adults  have  received 
dental  care,  300  have  received  mental  health  services,  and 
another  2,000  have  received  medical  care,  including  health 
education  counseling.  The  project  has  brought  regular  dental 
services  to  northern  Skagit  County  for  the  first  time. 
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OUTREACH  screening  for  children.  The  project  also  provides  much  needed 

P  R  O  I  F  C  T  mental  health  and  substance  abuse  counseling  and  case  manage- 

ment services  to  the  Nooksack  Indian  Tribe  in  Deming,  and  to 
Hispanic  youth  in  the  Lynden  Independent  School  District. 
Many  teens  have  attended  AIDS  and  pregnancy  prevention 
workshops  taught  by  the  project's  health  educators. 

To  reach  its  target  population,  the  project  has  used  mobile  teams 
of  professionals  (including  health  educators,  dentists,  medical 
assistants,  mental  health  case  managers,  and  dental  hygienists) 
to  provide  services  in  migrant  farmworker  labor  camps,  home- 
less shelters,  community  social  services  facilities,  schools,  client 
homes,  and  other  sites  located  in  the  farthest  reaches  of  the  two 
counties.  The  project  was  viewed  with  suspicion  at  first,  as 
many  of  the  displaced  timber  workers  were  neither  accustomed 
to  nor  receptive  to  what  they  perceived  to  be  government  hand- 
outs. To  establish  credibility,  the  project  worked  closely  with 
local  school  district  counselors,  teachers,  and  nurses  who  were 
instrumental  in  reaching  both  children  and  parents  on  behalf  of 
the  project.  To  initiate  contact  at  the  agricultural  labor  camps, 
the  project  gave  out  free  clothes,  shampoo,  toothbrushes,  blan- 
kets, and  food  that  had  been  donated  to  the  program. 

One  of  the  project's  most  difficult  problems  has  been  the 
recruitment  and  retention  of  staff.   Mental  health  case  managers, 
bilingual  health  educators,  nurse  practitioners,  and  dentists  have 
all  been  difficult  to  recruit.  The  project  has  been  unable  to 
recruit  a  full-time  roving  nurse  practitioner  for  the  two  counties 
and  has  had  to  compensate  with  the  part-time  services  of  two 
community-based  nurse  practitioners. 

Staff  turnover  in  the  mental  health  positions  has  been  particular- 
ly high.  The  roving  therapists/case  managers  have  had  to  con- 
tend with  constant  travel  demands,  lack  of  permanent  office 
space,  and  minimal  professional  support  services.  In  addition  to 
a  large  case  load,  many  individual  cases  have  been  especially 
taxing,  including  cases  of  substance  abuse,  potential  suicide,  and 
child  and  spouse  abuse  or  neglect. 
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grant  expires,  some  will  continue  and  even  expand.  The  Sea  OUTREACH 

Mar  Community  Health  Centers  plans  to  expand  its  dental  P  R  O  I  E  C  T 

services  in  upper  Skagit  County  through  an  additional  site  and 
increased  staff.  The  project  will  also  continue  the  dental  clinic 
in  Bellingham  (Whatcom  County)  and  is  also  considering  a 
satellite  clinic  in  Deming  that  will  serve  the  Nooksack  Indian 
Tribe  one  or  two  days  a  week.  The  project  also  plans  to  expand 
its  health  education  and  maternity  support  components  in  the 
two  counties.  It  is  hoped  that  health  care  reform  will  eventually 
provide  increased  reimbursement  for  preventive  services,  allow- 
ing these  programs  to  pay  for  themselves  in  the  long  run. 


The  East  Coast  Migrant  Health  Project  of  Washington, 
D.C.,  has  established  a  mobile,  multi-lingual,  multi- 
disciplinary  outreach  team  to  provide  comprehensive 
outreach  services  to  farmworkers  and  their  families. 
The  project  is  highly  innovative  in  that  the  team  actually 
migrates  with  the  workers,  spending  six  months  of  the  year  in 
the  south,  and  the  other  six  months  in  the  north.  Services  are 
provided  on-site  at  the  farmworker  camps  and  at  other  places 
workers  congregate,  such  as  flea  markets,  health  fairs,  and  soccer 
tournaments. 

Statistics  reveal  that  fewer  than  15  percent  of  the  farmworker 
population  in  this  country  has  access  to  adequate  health  care. 
Lack  of  transportation  and  inconvenient  business  hours  at 
health  centers  contribute  to  the  problem.  Furthermore,  the 
farmworkers  on  the  East  Coast,  compared  with  those  in  the 
Midwest  or  West  Coast,  are  extremely  diverse  ethnically  and 
racially,  which  heightens  the  language  and  cultural  barriers. 

To  address  these  needs,  the  project  has  formed  a  multi-lingual, 
multi-disciplinary  farmworker  outreach  team  consisting  of  a 
mid-level  practitioner  (physician  assistant  or  nurse  practitioner), 
a  health  educator,  and  a  community  service  worker.  These 
three  individuals  provide  outreach  services  six  months  each  year 
in  Immokalee,  Florida,  the  southern  site  for  the  majority  of 
farmworkers,  and  six  months  at  the  northern  site  of  Bridgeton, 
New  Jersey. 

The  outreach  team  provides  services  to  this  population  in 
three  unique  ways.  First,  each  team  member  spends  at  least 
70  percent  of  his  or  her  time  at  the  farmworker  camps  providing 
health  and  social  services  directly.  Second,  because  the  outreach 
team  moves  every  six  months  in  conjunction  with  the  move- 
ment of  farmworkers,  the  continuity  of  care  provided  to  this 
high-risk  population  has  been  greatly  enhanced.  Finally,  the 
three  key  components  for  effective  outreach  (clinical,  educational, 
and  social)  have  been  pooled,  creating  a  comprehensive 
system  of  care. 

Much  of  the  project's  success  can  be  attributed  to  its  consortium. 
Its  three  members  share  a  serious  commitment  to  serving  the 
farmworker  community  and  have  had  longstanding  working 
relationships  with  one  another.  The  East  Coast  Migrant  Health 
Project,  the  lead  agency,  has  been  placing  multi-lingual  health 
professionals  at  migrant  and  community  health  centers  along  the 
East  Coast  for  26  years.  The  Marion  E.  Fether  Medical  Center 
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OUTREACH  TEAM  vv  ' 

tor  collaborative  outreach  efforts.   Moreover,  they  each  provide 

the  necessary  primary  health  care  services  to  the  farmworkers 

referred  by  the  outreach  team. 

As  of  May  1996,  the  outreach  team  has  provided  services  to 
more  than  8,000  farmworkers.  Three-quarters  of  these  have 
been  men — a  notoriously  difficult  sub-population  to  reach 
within  the  farmworker  community.  The  team  has  given  more 
than  1,190  medical  referrals  to  local  migrant/community  health 
centers,  health  departments,  and  specialists  offices.  They  have 
also  made  over  350  social  service  referrals  for  benefits,  such  as 
food  stamps,  WIC,  and  AFDC. 

In  addition,  the  outreach  team  has  given  165  presentations  on 
health  topics  such  as  HIV/AIDS  prevention,  pesticide  exposure, 
dental  care,  eye  care,  tuberculosis  prevention/screening/treat- 
ment, hypertension,  and  sexually  transmitted  diseases.  More 
than  2,000  farmworkers  have  attended  these  presentations. 

The  East  Coast  Migrant  Health  Project  will  continue  to  send 
at  least  one  outreach  worker  to  each  site  after  the  grant  period. 
The  consortium  is  exploring  ways  to  share  the  cost  of  continuing 
the  outreach  teams.  One  option  is  to  have  existing  staff  form  an 
outreach  team  for  four  hours,  two  evenings  a  week.  Another 
option  is  to  have  all  the  agencies  that  serve  migrant  workers 
(the  health  department,  health  center,  hospital,  and  social 
services)  each  contribute  funds  to  support  the  outreach  team. 
The  team  would  in  turn  act  as  case  managers  and  help  their 
clients  navigate  through  the  maze  of  health  and  social  service 
agencies.  This  would  be  especially  helpful  for  clients  who  are 
non-English  speaking  and/or  have  low  literacy  levels. 


West-Central  Wisconsin's  Project  WATCH 
began  as  a  women's  health  initiative,  how- 
ever after  one  year  it  expanded  its  services 
to  address  the  medical  needs  of  all  indigent 
citizens  in  this  rural,  four-county  area.  The  expanded  target 
population  includes  the  elderly,  farmers  and  their  families,  the 
Amish  and  Hispanic  communities,  and  migrant  and  seasonal 
farmworkers. 

Project  WATCH  was  easy  to  identify  whenever  it  visited  a 
community,  because  it  rolled  into  town  as  a  Blue  Bird  bus  that 
was  converted  to  a  fully-equipped  mobile  health  unit.  The  bus 
was  both  a  blessing  and  a  curse  for  the  project.  It  provided 
adequate  space  for  delivering  health  care  services,  but  many 
citizens  could  not  accept  the  idea  of  receiving  services  in  a  bus. 

During  the  grant  period,  the  project  provided  midwifery 
services  for  4,480  visits,  the  majority  addressing  antepartum, 
postpartum,  and  gynecologic  needs.  More  than  200  babies  were 
delivered.  Another  1,079  patients  also  received  medical  services 
after  Project  WATCH  was  expanded  to  a  broader  population. 
These  services  include  immunizations  (316),  well-child  exams 
(53),  school/preemployment  physicals  (302),  pre/post  natal 
exams  (44),  and  treatment  for  illness  (1,079).  Most  medications 
were  dispensed  through  a  mini-pharmacy  on  board  the  bus. 

Advertisements  in  local  newspapers  brought  in  the  second 
largest  percentage  of  patients  to  Project  WATCH,  following 
word-of-mouth.  The  project  also  attended  a  regional 
health  fair,  where  it  provided  screening  services  (prostate, 
diabetic,  and  cholesterol)  to  110  individuals  and  distributed 
educational  materials. 

A  variety  of  health  and  human  service  agencies  comprise  the 
project's  consortium,  as  well  as  three  academic  training 
programs:  the  Mayo/St.  Francis  Family  Practice  Residency 
Program,  the  University  of  Minnesota  Nurse  Midwife  Training 
Program,  and  the  University  of  Illinois  Nurse  Midwife  Training 
Program.  The  consortium  is  spearheaded  by  St.  Mary's 
Hospital,  a  charitable  organization. 

After  the  grant,  the  project  will  continue  to  serve  as  a  training 
site  for  the  Physician  Assistant  programs  at  the  University  of 
Wisconsin  and  the  Midwestern  University  of  Illinois.  The 
Wisconsin  Office  of  Rural  Health  has  designated  Project 
WATCH  as  an  Area  Health  Education  Center  (AHEC)  for  the 
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K.  and  Main  Street 
Sparta,  WI  54656 
(608)  269-2132 


PROJECT 


P  R  OJ  E  C  T  WAT  C  H  University  of  Wisconsin,  and  will  provide  some  funding  for  this 

purpose.  While  other  sources  of  funding  are  being  sought,  the 
staff  expects  to  provide  some  primary  care  services  to  its  target 
population  using  volunteer  health  care  providers. 
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When  this  outreach  project  was  implemented 
in  1991,  the  delivery  of  hospital  and  ambu- 
latory care  in  the  United  States  Virgin 
Islands  had  still  not  recovered  from  the 
devastation  of  hurricane  Hugo.  Preventive  health  care,  especial- 
ly in  the  worst  hit  and  largest  island  of  St.  Croix,  had  received 
limited  capital  improvement  dollars  following  the  disaster,  and 
many  facilities  had  to  cut  back  on  staff.  As  a  telling  indicator  of 
health  in  the  area,  infant  mortality  regressed  from  12.8  per  1,000 
live  births  in  1989  to  20.7  in  1991. 

The  Virgin  Islands  Rural  Health  Outreach  Project  was  designed 
to  provide  primary  and  preventive  health  care  to  high-risk  popu- 
lations on  St.  Thomas,  St.  Croix,  and  St.  John.  Services  are 
specifically  targeted  to  pregnant  women,  children,  the  elderly, 
disabled,  homeless,  and  isolated  individuals.  All  three  islands 
are  considered  medically  underserved  areas.  Residents  are  pre- 
dominantly Black  and  Hispanic. 

The  project  delivers  direct  primary  care,  dental  services,  preven- 
tive care,  and  educational  services  on  each  island  using  a  mobile 
medical/dental  clinic.  The  clinics  stop  at  schools,  worksites, 
churches,  public  housing  projects,  and  remote  areas.  Because 
each  island  has  a  slightly  different  cultural,  ethnic,  and  geo- 
graphic make-up,  a  consortium  on  each  island  consisting  of  pub- 
lic and  private  health  and  social  service  agencies  advises  the  pro- 
ject on  the  range  of  services  required  by  specific  groups  in  the 
community  and  culturally  appropriate  means  for  providing  these 
services.  The  island  consortiums  have  also  helped  greatly  in  the 
field  by  pre-enrolling  individuals  for  specific  services  at  each 
location,  collecting  small  donations  for  screenings  when  possi- 
ble, and  arranging  for  volunteers  and  additional  space  so  that 
more  services  can  be  provided. 

Numerous  services  are  provided  on  the  mobile  health  clinics, 
with  the  most  common  being  hypertension  screening  (1,110 
provided),  blood  sugar  testing  (925  provided),  and  cholesterol 
testing  (468  provided).  The  project  also  uses  culturally  appro- 
priate materials  of  West  Indian  origin  to  provide  health  educa- 
tion, particularly  nutrition  education  and  recommendations 
for  preventing  cancer  (provided  to  887  individuals).  Other  ser- 
vices include  prenatal  care,  immunizations,  VVIC  nutritional 
services,  family  planning,  diabetes  screening,  breast  and  prostate 
cancer  screening,  hearing  tests,  HIV  tests,  dental  exams,  and 
fluoride  applications. 
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Clinical  Director  (St.  Croix) 

(809)773-1311  X3065 
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VIRGIN    ISLANDS  The  project's  lead  agency  is  the  East  End  Family  Health  Center 

RURAL   HEALTH  on  St.  Thomas.   Eight  public  and  private  health  and  social  ser- 

OUTREACH  v'ce  aSenc'es  ma^e  UP  tne  project's  core  consortium,  yet  at  least 

p  p  _  .  F  ^  j  16  other  agencies  and  citizens  groups  have  been 

represented  on  the  consortium  at  various  times.  To  sustain 
involvement  and  prevent  unnecessary  work  load,  functions 
are  distributed  to  committees  limited  to  the  life  of  the  action. 
Representation  at  meetings  is  rotational  according  to  the  sched- 
ule of  activities  for  the  next  quarter. 

The  most  significant  problem  encountered  by  this  project  has 
been  a  scarcity  of  available  service  providers.  With  the  excep- 
tion of  midwives,  nonphysician  primary  care  providers  have  not 
been  readily  available  locally.  The  project  had  hoped  to  rotate 
physicians  from  the  clinics  onto  the  mobile  unit,  but  this  did  not 
prove  to  be  cost  effective  or  a  maximal  use  of  skills.   Difficulties 
in  acquiring  skilled  personnel  have  been  the  main  factor  limit- 
ing the  delivery  of  outreach  services. 

All  project  activities  on  the  three  islands  will  continue  after  the 
outreach  grant  expires.  The  Community  Health  Centers  on  St. 
Croix  and  St.  Thomas  receive  federal  Community  Health 
Center  funding  that  will  be  applied  to  supporting  project  activi- 
ties. The  project  will  also  apply  to  other  federal  agencies  for 
funding,  and  some  income  is  generated  from  donations  collected 
before  screenings. 
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